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FINALLY ! 
A TRANQUILIZER 


THAT WILL 

SHORT 

DROWSINESS 


(oxanamide ) 


for quieting 


QUIACTIN—in the recommended dose—one 400 mg. 
tablet q.i.d., provides a greater tranquilizing effect 
than meprobamate...no drowsiness...more prolonged 
activity...freedom from toxicity...no withdrawal 
symptoms.'* 

Structurally, QUIACTIN is a completely new tranquil- 
izer... therapeutically, it’s different...stops before it 
goes farther than patient comfort or safety allows. 
QUIACTIN does not push the patient beyond tranquility 
into lassitude, dullness, depression. 


1. Proctor, R. C.: Dis. Nerv. Sys. 18:223 1957. 2. Feuss, C. D., and Gragg, 
L., Jr.: Dis. Nerv. Sys. 18:29, 1957. 3. Coats, E. A., and Gray, R. W.: Dis. 
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BNOV ID 


(BRAND OF NORETHYNODREL WITH ETHYNYLESTRADIOL 3-METHYL ETHER) 


ORAL SYNTHETIC ENDOMETROPIN 


The successful use of Enovid in amenorrhea 
has been reported!-4 by various investigators. 

The endometropic action of Enovid establishes 
a secretory (progestational or luteal) endome- 
trium in the patient with sufficient endogenous 
estrogen. In others, preliminary estrogen “prim- 
ing” will be required. 

If a daily dgsage of one tablet of Enovid is ad- 
ministered for twenty days and then discontin- 
ued, a menstrual period will usually occur about 
three days later. Therapy is resumed at the same 
dosage on day 5 of the newly established cycle 
and continued until day 25, and this schedule is 
repeated for the next two or three cycles. Follow- 
ing this, regular periods and ovulation are likely 
to occur in some women. 


FOR CONTROL IN AMENORRHEA 


PREMENSTRUAL TENSION 


DYSMENORRHEA 


MENORRHAGIA 


METRORRHAGIA 
INADEQUATE LUTEAL PHASE 


OLIGOMENORRHEA 


Response after 10 mg. of 
Enovid for fourteon 
days revealed beginnin 
secretory effects (fifteen 
to sixteenth day) with ade- 
stromal stimulation. 


M., age 30, ovarian failure. 
with eth: adi 


iol, 
0.05 mg. twice a day for 
twenty-one days. Control bi- 


showed proliferative phase. 


If endogenous estrogen is inadequate, a daily 
“priming” dose of estrogen is given for two weeks; 
this is followed by the administration of one tab- 
let of Enovid for ten days. This dosage schedule is 
then repeated for two or three successive cycles. 


Each tablet of 10 mg. contains 9.85 mg. of nor- 
ethynodrel, a new synthetic steroid, and 0.15 mg. 
of ethynylestradiol 3-methy! ether. 


1. Southam, A. L.: A Symposium on 19-Nor Progestational Steroids: 

Eitect of Enovid in Amenorrhea and Monomeworrhagia, Chicago, 
Searle Laboratories, 1957, pp. 

2. Gold, J. J.: A Symposium on 19-Nor Progestationa Steroids: 
‘ex: rience with Enovid Enovid, Chicago, Searle Research Labora- 
tories, 1957, pp. 86-90. 

3. Kupperman, H. S., and Epstein, J. A.: A Symposium on 19-Nor 
Progestational Steroids: Gonadotropic- -inhibiting and Utero 
of Enovid, Chicago, Searie ies, 1957, 
pp. 32-44, 


4. Roland, M.: A Symposium on 19-Nor stational Steroids: 
Observations on Patients with and Amenorrhea 
When Enovid Is Administered, Chicago, rile Research Labora- 
tories, 1957, pp. 51-62. 


G. D. Searle & Co., Chicago 80, Illinois. Research in the Service of Medicine. 
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association of physicians engaged in the general practice of 
medicine and surgery. It is dedicated to the belief that gen- 
eral practice is the keystone of American medicine, and to 
the conviction that continuing study is the basis of sound 
general practice. It is the role of GP, official publication of 
the Academy, to provide « tly the best postgrad 
literature in all phases of general practice in its scientific 
section. In other regular departments it carries articles and 
official reports pertinent to the work of the Academy's fifteen 
standing committees. 
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SCIENTIFIC ARTICLES 


Early Clinical and X-Ray Diagnosis of Multiple Myeloma 
Gustave Eisemann, M.D., Sidney Rubin, M.D. and David S. Dann, M.D. 
This brief report provides some “tips” for detecting multiple myeloma 
early in its course. The experiences of these authors emphasize the varied 
roentgenographic signs of this disease. 


The Pneumonias of Childhood 
tra M. Rosenthal, M.D. 
The childhood pneumonias are a heterogeneous group of diseases. Dr. 
Rosenthal emphasizes the value of painstaking bedside examination, 
careful individual evaluation of progress, attention to general thera- 
peutic measures and the judicious choice of antibiotics. 


Surgical Relief of Intractable Pain 
David Cleveland, M.D. and Robert Steiner, M.D. 
There are a few patients with intractable pain that cannot be relieved by 
surgual means. This paper reviews the surgical procedures of choice 
according to etiology and distribution of pain. 


Pulsus Alternans 
Paul W. Seavey, M.D. and J. Willis Hurst, M.D. 
This ts a brief but useful summary of the mechanisms, methods of recog- 
nition and significance of a valuable sign of early left ventricular 
failure. 


The Referring Physician and the Artificial Kidney 
Leonard Berman, M.D. and John C. Rose, M.D. 
Here are practical pointers on when and where to refer your patient who 
may need hemodialysis. Early consultation with a renal center is often 
lifesaving. 


Practical Management of Nosebleeds 
William H. Saunders, M.D. 
Common sense is a prime factor in treatment of nosebleeds. Added to 
this, there are some technical details that are largely within the scope of 
general practice. 


Mental Health Principles in Practice 
Charles E. Goshen, M.D. 
This brief essay offers concrete principles for good mental health prac- 
tice. A fundamental quality for guiding patients toward happier lives 
is a suitable personality in the therapist himself. 


Nonpenetrating Abdominal Trauma 
Manvel E. Lichtenstein, M.D. 
Dr. Lichtenstein gives many practical pointers in the diagnosis of ab- 
dominal viscera injured by blunt or indirect trauma. The plan of 
management—observation or surgery—ts outlined lucidly. 


The Clinical Importance and Therapy of Protein Deficiency 
Robert Elman, M.D. 
This essay emphasizes the frequency of protein deficiency developing 
during the routine care of most patients with protracted illnesses. 
Methods for combatting this complication are outlined. 


Coronary Thrombosis—A 30-Year Progress Report 
Arthur M. Master, M.D. 
Here are the thoughts of a clinician with a vast experience. He discusses 
the prevalence of coronary thrombosis (is it changing ?), the effects of 
physical and emotional stress, changing methods of treatment, survival 
and rehabilitation. 
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Balanced Obstetric Analgesia 
William E. Crisp, M.D., George L. Deaver, MS. ond Nichols Verys, mo. 
During labor, it is important to use drugs that are either rapidly 
metabolized or that have no known effects on fetal respiration. This 
essay is a practical guide to the use of such drugs. 


Preventive Techniques of Rehabilitation for — 


Patients . 

Nila Kirkpatrick Covalt, M.D. 

This is a practical, detailed manual of techniques for making a hemi- 
plegic patient physically active and independent. These procedures— 
not requiring specially trained persons—begin during the acute episode. 


Problems in Management of Infective Endocarditis 
E. L. Foltz, M.D. 
The chances of death from infective endocarditis are still one in four. 
The author explains why the record is not better for this “curable” 
disease. 

Traumatic Diaphragmatic Hernia 
Sol Katz, M.D. 
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these and other timely and in we ar- 
ticles scheduled to appear in coming issues. 


Bronchogenic Carcinoma: A Review. Asx Guanze, 
M.D. and Sor Katz, M.v. Bronchogenic carcinoma 
is the leading cause of death from cancer in our 
male population. This essay reviews the symptoms 
and treatment available. 


Bive Pus and tho Role of the Physician in its Production. 
Untversiry or Burrato—Burrato Generat Hos- 
prraL ConrErence. Infection with pyocyancus is the 
subject of this conference. Antibiotic therapy has 
made a pathogen of this organism by altering the 
normal intestinal flora. A case illustrates the se- 
rious problem of pyocyaneus infection introduced by - 
needle puncture. 


Timing of Plastic Operations in Children. Georce V. 
Wessrer, M.D. This exsay provides a partial guide 
congenital anomalies. 


The Continuing Problem of Gonorrhea Among the Teen- 
Age Grovp. AsraHaM Dr. Gel- 
perin analyzes the factors responsible for omr’ 
failure to control the occurrence of gonorrheal in- 
fection in the 15- to 19-year age group. Medical 
responsibility docs not end with adequate antibiotic 
therapy. 3 


The Management of Ulcerative Colitis. Juan M. 
Rurrin, M.p., Ivan C. Keever, up. and W. 
Crockett Cuears, Jr., m.v. This essay affords a 
quick view of present-day medical methods. These 
prove succissful in the great majority of cases. 


Arborization of Cervical Mucus—A Simple Test for 
Ovarian Function. Isapor Forman, m.d. Here és a 
clear description of the technique and interpretation 
of a simple and accurate test Sor the presence and 
timing of ovulation. It assists in the differential 
of pregnancy and may help 


Current Concepts of Thyroid Function. Laurence H. 
Kyzez, M.D. An analysis of the relationship of new 
knowledge to new tests of thyroid function, a dis- 
cussion of present-day therapy, a frank considera- 
tion of remaining mysteries about thyroid disorders. 
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nutritional rehabilitation yf not well, but well fed 


he’ll be back with the family soon 


he’s being well fed with 


Sustagen’ 


Therapeutic food, Mead Johnson 
powder 


the only single food complete in all known 
essential nutrients 


With Sustagen you can provide every essential 
nutrient your medical, surgical and poorly nour- 
ished patients need for nutritional maintenance 
and rehabilitation. Generous in protein, calo- 
ries, vitamins, calcium and iron, Sustagen 
builds tissue...helps patients feel better, re- 
cover faster. As the sole source of food or as a 
supplement, Sustagen is easy to take in hospital, 
at home, on the job. 


The booklet “Recipes for Sustagen Beverages” tells your 
patients how easy it is to prepare flavorful drinks. For 
your copies, ask your Mead Johnson Representative or 
write to us, Evansville 21, Indiana. 


\ Mead Johnson 


Symbol of service in medicine 
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MEMO FROM THE PUBLISHER 


Last May, a savage tornado ripped Kansas City. Suburban 
communities were torn and battered. Eight months later, still 
scarred, the city was isolated by the worst blizzard in 50 years. 

The snow started falling Monday noon. Area weather stations 
predicted ‘one or two inches.” By morning, 11 inches blanketed 
the city and the storm reached blizzard proportions. When it 
finally stopped, after 32 hours, Kansas City started digging 
its way through eight- and ten-foot drifts. It was a ghost town 
with a population of more than a million people. Snow removal 
crews, not equipped for blizzards, struggled to clear main 
arteries, were whipped before they started. 

Schools and retail stores were closed, automobile assembly 
plants shut down, even the Atomic Energy Commission told 
workers to stay home. Weather forecasters searched their files 
and erased a record set in 1912. 

This memorandum is a simple note of appreciation to staff 
members who, on both occasions, kept the Academy office on a 
‘business as usual”’ basis. 

Under normal conditions, headquarters operations move 
smoothly. Schedules and deadlines are met. But it’s not easy 
or automatic—it takes the kind of staff that will ignore a tornado 
or fight the century’s worst blizzard. 

There has never been a time-clock in Academy headquarters. 
We’ve never needed one. The staff works by the job—not by the 
clock. (Come by any night, after seven o’clock, and count the 
lights still burning.) 

Last month, this column pointed out that more than 1,400 
people visited the building in 1957. We sincerely wish that 
each of the Academy’s 23,000 members could similarly honor 
us. We’d like them to share the feeling of pride and satisfaction 
that permeates the building. We’d like them to watch more 
than 60 people working to carry out Academy functions and 
objectives. 

With the Tenth Annual Assembly less than three weeks 
away, this is an especially busy time. The year’s biggest assign- 
ment is added to an already busy schedule. A 320-page magazine 
must still be mailed on time. 

By the time you read this memorandum, 15 inches of snow 
will have been reduced to patches and puddles. But as this is 
being written, with plows still bogging down and broken tire 
chains lashing fenders, it seems a good time to be grateful. 
In June, when summer settles over the city, the annual office 
picnic will close the office at noon (a feat the blizzard couldn’t 
accomplish). Until then, we can look back less than a year 
and point out that despite a ravaging tornado and a record 
blizzard, it was a “‘business as usual” year. —M.F.C. 
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(sulfamethoxypyridazine, Parke-Davis) 


The new Parke-Davis product, MIDICEL, represents the fulfillment of a long quest in sulfona- 
mide therapy—a long-acting antimicrobial agent that provides a sustained therapeutic effect 
with convenient low oral dosage. MIDICEL provides these long-sought clinical advantages: 


1-tablet-a-day convenience'*—no complicated regimens—no forgotten or omitted doses—no 
middle-of-the-night medication. rapid effect'**_ prompt absorption, good tissue diffusion, 
rapid therapeutic blood levels. prolonged action'*_ therapeutic blood and urine concentra- 
tions sustained day and night on 1-tablet-a-day. broad range antibacterial activity—exerts 
potent antibacterial action. Effective prolonged blood levels require only a fraction of the 
dosage usual for most other sulfonamides; especially valuable in urinary tract infections due 
to sulfonamide-sensitive organisms. greater safety'®—high solubility in acid urine, slow renal 
excretion, low acetylation and low dosage provide unusual freedom from crystalluria and 
other complications. 


Adult Dosage: Initial (first day) dosage: 2 tablets (1 Gm.) for mild or moderate infections, or 4 tablets (2 Gm.) for 
severe infections. Maintenance dosage: 1 tablet (0.5 Gm.) daily. 

Children’s Dosage: According to weight. 

Packaging: 0.5 Gm., quarter-scored tablets, bottles of 24 and 100. 

See literature for details of dosage and administration. 

References: (1) Jackson, G. G., & Grieble, H. G.: Ann. New York Acad. Sc. 69:493, 1957. (2) Jones, W. E, & Finland, 


M.: Ibid. 69:473, 1957. (3) Lepper, M. H.; Simon, A. J., & Marienfeld, C. J.: Ibid. 69:485, 1957. (4) Ross, S.; Ahrens, 
W.E., & Zaremba, E. A.: Ibid. 69:501, 1957. (5) Walker, W. F, & Hamburger, M.: Ibid. 69:509, 1957. 
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new! multiple dose vials 
for immediate effect— 
always carry one in your bag 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 


Also available: 

tablets, ampuls, Spansule® 
sustained release capsules, 
syrup and suppositories. 
Smith Kline & French 
Laboratories, Philadelphia 


; 
‘ 
= x. a: 
| be 
ilg 
| 
4 


State Rejects Blue 
Cross Rate Raise 


MARCH, 1958 


Events 


SECRETARY'S NEWSLETTER 


> Leffert Holz, New York's state insurance superintendent, 


has denied a Blue Cross rate increase request. Opponents 


claimed that the 40 per cent hike would cost subscribers 
$50 million a year. 

Siding with city officials and organized labor, Holz 
pointed to a $14 million free surplus fund and disagreed 
that it would soon be exhausted. However, he said that the 
door was always open and that if necessary, he would let 
Blue Cross dip into a special contingent surplus fund. 

Holz refuted charges leveled at salary and advertising 
expenditures. Both, he added, are "well under the 
statutory limitations." Like most other informed persons, 
Holz realizes that Blue Cross is big business and must com— 
pete on an equal basis in a business world replete with 
other companies engaged in the sale of hospitalization 
insurance. 


> As predicted here, Senator William Proxmire (D-Wisc.) has 
introduced S 3086, his compulsory health insurance bill. 

It provides free hospitalization for retired social security 
participants and their dependents. The bill also drops 

the over—age-—50 restriction on cash disability benefits. 
Under the Proxmire proposal, all social security partici- 
pants would be eligible for benefits if they meet easy 
coverage requirements. 

The bill increases the tax base from 200 to 500 
year, raises the employer—employee tax to 3 per cent each 
and the tax on self-employed persons to 44 per cent. 
Beginning in 1959, a self-employed person, making $7,500 
a year, would pay $309 a year or almost $26 a month. 


> This being another great year for give-away health and 
welfare programs, Representative John E. Fogarty (D-R.I.) 
has joined the cavalcade led by a fellow Rhode Islander, 
Senator Aime J. Forand. By-passing generous social security 
amendments, Fogarty wants to modify the Vocational Rehabili- 
tation Act. 

As _ written, gainful employment is the objective of the 
rehabilitation program. Fogarty thinks this objective 
should be “independent living." In short, full health care 
would be available to any handicapped person and the 
possibility of subsequent employment would be a matter of 
less concern. 


The bill (HR 10608) calls for a $10 million appropriation 
the first year, $20 million the second year and thereafter, 


any sums deemed necessary by Congress. 
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New Welfare Plan 
| British Government 
a Hikes Health Fees 

Barometer Indicates 


Record Registration 


Phelps Highlights 
Washington Trip 


> The California Medical Association has a small rebellion 
on its hands. After HR 7225 won a 47-45 battle in the 
Senate (July 17, 1956), the state legislature authorized 
matching funds to provide tax—subsidized medical care for 
OASI beneficiaries. The CMA acquiesced and took steps to 
implement the state's new medical care program. 

Pointing out that the need for a socialized welfare plan 
simply doesn't exist, the Santa Barbara County Society 
militantly rebelled. In a published letter and resolution, 
the society rejected the welfare program and urged other 
county groups to do likewise. The resolution pointed 
out that physicians, working with county hospitals and 
clinics, have provided medical care to all needy groups 
without resorting to socialistic programs. 


> Starting in July, British citizens will make larger 

contributions to the floundering National Health Service 
The nation's social security schemes, alleged in 1948 to 
have "banished poverty," face serious financial problens. 

The average family of four, now paying 70¢ a week, will 
start paying 86¢ a week. Figures released by Derick 
Heathcoat Amory, chancellor of the exchequer, reveal that 
the increase will not cover anticipated costs. The British 
government will still lose money. 

Hugh Gaitskell, leader of the labor party, denounced the 
increase, adding that it would be "received with dismay." 
As reports fail to mention any alternative, Gaitskell has 
perhaps learned that governments have only one source of 
income. 


> All signs point to new physician and total registration 
records during the Academy's Tenth Annual Scientific 
Assembly, March 24-27, in Dallas. With more than 3,300 
hotel rooms already assigned and the Assembly still three 
weeks away, staff members expect more than 4,000 physicians 
among more than 8,000 registrants. The previous record, 
3,530 physicians and 7,128 registrants, was set two years 
ago in Washington, D.C. 

Thirty-five speakers will appear on the four-day scien- 
tific program. A final count reveals that the doctors will 
visit 86 scientific and 268 technical exhibits. 


> Academy President Malcom E. Phelps last month attended a 
House Government Operations subcommittee meeting on tran- 
quilizing drug advertisements. Scheduled to be the princi- 
pal witness, Dr. Phelps yielded to Dr. Leo Bartemeier, 
chairman of the AMA's Council on Mental Health. 

Later, Dr. Phelps and Drs. Carleton Smith and Francis 
Land, Jr., met with top medical officers of the Army, Navy 
and Air Force. All three report that they plan more general 
practice residencies. Both Navy and Air Force officers 
underlined the urgent need for more general practitioners 
to work in small civilian—type hospitals. 

Dr. Smith is chairman and Dr. Land is a member of the 


Academy's Commission on Education. 
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Modane’s danthron affords prompt re- Modane’s pantothenic acid aids reha- 
- lief — without irritation or griping bilitation of the atonic bowel —is a 
L11 when correct dosages are observed — principal component of coenzyme A, 
acts only on the large bowel — is non- which is essential for formation of 3 
toxic and non-habit-forming. acetylcholine, which is a “must” for = 
m normal bowel motility and peristalsis. a, 
: ideal forms to suit the patient, the condition : 


i TABLETS REGULAR ° TABLETS MILD ° LIQUID 


Each Tablet Regular contains 75 mg. danthron, 25 mg. calcium panto- 
thenate. Each Tablet Mild and teaspoonful Liquid contain 37.5 mg. 
danthron, 12.5 mg. calcium pantothenate. Dosage — one tablet, tea- 


y WARREN-TEED spoonful, or fractional teaspoonful immediately after the evening meal. 


THE WARREN-TEED PRODUCTS COMPANY 
COLUMBUS 8, OHIO 
Dallas Chattanooga Los Angeles Portland 
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A morale builder 0 

Whether it is a frequent or an occasional feeding, Similac makes an h N 
excellent “relief” bottle for the breast-fed infant. Because a new as t e€ 

baby, particularly a first baby, changes the family’s habit patterns, . 

it is important that the mother not always feel “chained down.” An "relief 9 


occasional evening out is a necessary and valuable respite for her 
health and morale. Otherwise, the mother’s tensions may increase. 


Assurance for the breast-feeding mother bott c 


When she is reassured that Similac is closely equivalent to her own GLANS 
milk, and that breast feedings can be compatibly replaced with 
Similac feedings, the mother will feel secure in using Similac for a 
relief bottle. 


ON 
, men This advertisement conforms 
A compatible supple to the Code for Advertising 
Similac provides physiologic levels of essential fatty acids, protein of the Pigcistent Counell for 
and carbohydrate in the same balanced proportions as in breast milk. en ee ee 
All known essential vitamins also are included. act Se 
ROSS LABORATORIES 
Compatible infant feeding—breast feeding and Similac® 
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Officers 


President, Matcom E. PHELPs, M.D. 
903 South Macomb, El Reno, Okla. 


President-elect, HoLLAND T. JACKSON, M.D. 
Medical Arts Bldg., Ft. Worth, Tex. 


Vice President, Frep H. Simonton, M.D. 
Chickamauga, Ga. 


Chairman of the Board, Fount RicHarpDson, M.D. 
Box 83, Fayetteville, Ark. 


Treasurer, ALBERT E. Ritt, M.D. 
490 N. Snelling Ave., St. Paul, Minn. 


Executive Secretary and General Counsel, Mac F. Canat, J.D. 
Volker Blvd. at Brookside, Kansas City 12, Mo. 


Speaker of the Congress of Delegates, James D. Murpny, M.D. 
1556 W. Magnolia, Ft. Worth, Tex. 


Vice Speaker of the Congress of Delegates, Horace W. Esusacu, M.D. 
4450 State Rd., Drexel Hill, Pa. 


Directors 
Norman R. Boouer, M.D. (Term Expires 1960) 
447 E. Thirty-eighth St., Indianapolis, Ind. 


M. C. WicInTon, M.D. (Term Expires 1960) 
310 W. Thomas St., Hammond, La. 


Mary E. Jounston, m.p. (Term Expires 1960) 
Tazewell, Va. 


Fiovp C. Bratt, M.p. (Term Expires 1959) 
833 South Ave., Rochester, N.Y. 


Joun G. Wats, (Term Expires 1959) 
2901 Capitol Ave., Sacramento, Calif. 


R. Smrru, M.p. (Term Expires 1959) 
1101 Main St., Peoria, Ill. 


D. Wuson McKintay, (Term Expires 1958) 
W. 521 Garland, Spokane, Wash. 


Cuartes C. Cooper, M.D. (Term Expires 1958) 
322 Hamm Bldg., St. Paul, Minn. 


Fount Richarpson, M.D. (Term Expires 1958) 
Box 83, Fayetteville, Ark. 


Joux S. DeTar, Immediate Past President 
Milan, Mich. 
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National Officers 
Commissions and Committees 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


Italics denote new members. 


Executive Committee: Fount RICHARDSON, M.D., Chairman, Box 
83, Fayetteville, Ark.; Frep H. Smmonton, m.p., Chickamauga, 
Ga.; Albert E. Ritt, M.D., 490 N. Snelling Ave., St. Paul 4, 
Minn.; Floyd C. Bratt, M.D., 833 South Ave., Rochester, N.Y. 


Finance Committee: ALBERT E. Ritt, M.p., Chairman, 490 N. 
Snelling Ave., St. Paul 4, Minn.; Cuartes E. Martin, M.D., 
111 Church St., Ferguson, Mo.; Howarp J. Farmer, M.D., 
20 Main St., St. Johnsbury, Vt. 


Publication Committee: E. Lorrernos, M.p., Chairman, 
Medical Arts Bldg., Jackson, Miss.; Danie Rocers, M.D., Vice 
Chairman, 2 Cherry St., Wenham, Mass.; H. Marchmont- 
Robinson, M.D., 9400 S. Springfield, Evergreen Park, IIl.; 
Louis Weiner, M.D., 4025 Girard Ave., Philadelphia, Pa.; 
Albert E. Ritt, M.D. (ex officio), 490 N. Snelling Ave., St. Paul, 
Minn.; S. A. GaRtan, M.D., 101 Central Park West, New York 
City; Fount RicHarpson, M.D. (ex officio), Box 83, Fayette- 
ville, Ark. 

Commission on Eaucation: CARLETON R. Samir, M.D., Chairman, 
1101 Main St., Peoria, Ill.; Mary E. Johnston, M.D., Vice 
Chairman, Tazewell, Va. 

Terms to Expire 1960: Robert H. Tinker, M.D., 1420 N. Ains- 
worth, Portland, Ore.; Mary E. Johnston, M.D., Tazewell, Va.; 
Francis Land, M.D., 116 W. Rudisill Blud., Ft. Wayne, Ind. 

Terms to Expire 1959: Jesse D. Ristnc, M.p., University of Kansas 
Medical Center, Kansas City 12, Kan.; THomas A. Sappinc- 
TON, M.D., 612 W. Gordon, Thomaston, Ga.; J. Auison Cary, 
M.D., 60 W. Keystone Ave., Morgan Hill, Calif. 

Terms to Expire 1958: Raymonp S. McKersy, M.p., 84 Main St., 
Binghamton, N.Y.; E. Sinks McLarty, m.p., 1906 Twenty- 
first St., Galveston, Tex.; Horace W. Esupacu, M.p., 4450 
State Rd., Drexel Hill, Pa. e 


Academy Representatives on the Joint Residency Review Committee 
for General Practice (Subcommittee of the Commission on 
Education): Jesse D. Ristnc, M.v., University of Kansas 
Medical Center, Kansas City 12, Kan. (term expires 1960) ; 
Louis F. Rrrretmeyer, Jr., M.D., University of Mississippi 
Medical Center, Jackson, Miss. (term expires 1959) ; WILLIAM 
J. Saw, M.p., Lee Hospital, Fayette, Mo. (term expires 1958) 

Commission on Hospitals: CHartes C. Cooper, M.p., Chairman, 
322 Hamm Bldg., St. Paul, Minn. 

Terms to Expire 1960: John O. Milligan, M.D., 1120 Boylston 
Ave., Seattle, Wash.; George L. Thorpe, M.D., 851 S. Oliver, 
Wichita, Kan.; Earl Van Horn, M.D., 4843 Reading Rd., 
Cincinnati, Ohio 
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sleepers 


® Although advanced age itself is not detrimental 
to sleeping well, elderly people who live alone, 
including both widows and widowers, sleep less well 
than those who are married. Sleep during the day 
does not cut into nightly rest in this group. 


* * * 
® Sleep paralysis may occur more often than realized. 


It happens just before and after sleeping, lasts from 
a few seconds to a few minutes—may be 


accompanied by the inability to speak or hallucinations. 


It is not necessarily accompanied by narcolepsy or 
catalepsy. Depending upon the case, psychological, 
physiological or no treatment may be given. 

* * * 


“Come, sleep, O sleep, the certain knot of peace, 

The baiting place of wit, the balm of woe 

The poor man’s wealth, the prisoner’s release, 

Th’ indifferent judge between the high and low. . . .” 
—Sir Philip Sidney 


You can trust Lorusare®—new intermediate- 

acting barbiturate—to bring sleep quickly 

and dependably. It puts patients to sleep in fifteen to 
thirty minutes—sleep that lasts a natural sleep 

span of six to eight hours. Former insomniacs awake 
refreshed—without lethargy. LorusaTr’s new 

form, slender purple Caplets,® is not easy for patients 
to recognize, will appeal to those who resist 

“sleeping pills,” particularly geriatric patients. And 
add a prescription for Lotusate to the next 
International Certificates of Vaccination that you 
make up for a traveler-patient. 


(| LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U.S. Pat. Off. 


12 


| 


Sacramento, Calif.; RaupH E. Cross, m.p., 351 E. Main St, 
Johnson City, Tenn.; Crarence R. Brott, M.p., National 
Bank Bldg., Beatrice, Neb. 

Terms to Expire 1958: Amos N. Jounson, Garland, N.C. 
Ricuarp P. M.D., 38 Church St., Saranac Lake, N.Y.; 
James M. Perkins, M.D., 227 Sixteenth St., Denver 2, Colo, 

Commission on Legislation and Public Policy: Fiovp C. Brann, 
M.D., Chairman, 833 South Ave., Rochester, N.Y. 

Terms to Expire 1960: Merrut Cross, M.D., 8248 Georgia Ave., 
Silver Spring, Md.; Daryl P. Harvey, M.D., Rt. 6, Glasgow, 
Ky.; Lester D. Bibler, M.D., Underwriters Bldg., Indianapolis, 
Ind. 

Terms to Expire 1959: Cuartes N. Wyatt, M.D., 301 E. Coffee 

St., Greenville, S.C.; Ira L. Hancock, Jr., M.p., Creeds, Va.; 

Orvan A. Puipps, M.D., Butler Bldg., Manteno, III. 

Terms to Expire 1958: Arcu WaLLts, M.D., 17201 W. McNichols 

Rd., Detroit 35, Mich.; Cartos E. Fuster, Jr., m.p., 907 Gor. 

don St., Alvin, Tex.; Ropert McC. O’Brien, .p., 15 E. 

Fortieth, Spokane, Wash. 


Commission on Membership and Credentials: D. W. McKinlay, 
M.D., Chairman, W. 521 Garland, Spokane, Wash.; Norman 
R. Booher, M.D., Vice Chairman, 447 E. Thirty-eighth St., 
Indianapolis, Ind. 

Terms to Expire 1960: Francis P. Rhoades, M.D., Maccabees Bldg., 
Detroit 2, Mich.; Charles E. Wilbanks, Jr., M.D., 727 N. Lewis, 
Tulsa, Okla.; C. J. Klaaren, M.D., Box 402, Moscow, 
Idaho 

Terms to Expire 1959: Louis Bus, M.D., 142 Merrick Rd., Bald- 
win, N.Y.; Boyp H. Payne, M.D., Professional Bldg., Staun- 
ton, Va.; JosepH W. 3255 Fourth Ave., San 
Diego, Calif. 

Terms to Expire 1958: KENNETH GLOVER, M.D., South Side of 
Square, Mount Vernon, Mo.; ArtHur P. RepinG, ™.D., 
Marion, S.D.; Janie Topp, M.D., 2804 Second St., Lake 
Charles, La. 

Committee on Scientific Assembly: Ermer RipGeway, Jr., M.D., 
Chairman, 3601 N. May Ave., Oklahoma City, Okla.; Herman 
E. Drut, m.p., Vice Chairman, Hopkins, Minn. 

Terms to Expire 1960: Walter Sackett, M.D., 2500 Coral Way, 
Miami, Fla.; Garra Lester, M.D., 1 Morris Ave., Chautauqua, 
AT. 

Terms to Expire 1959: Etmer RipGeway, Jr., M.D., 3601 N. May 
Ave., Oklahoma City, Okla.; Herman E. Dritt, m.p., Strobeck 
Bldg., Hopkins, Minn. 

Terms to Expire 1958: Joun R. BeNnvER, M.D., Nissen Bldg., 
Winston-Salem, N.C.; Ropert F. 758 N. 
Twenty-seventh St., Milwaukee, Wis. 

Committee on Constitution and By-Laws: JoHN A. Browy, III, m.D., 
Chairman, 2701 Bradfield Dr., Lincoln, Neb.; Joun E. 
Foster, M.D., Foley, Ala.; M. B. Guismann, M.D., 430 North- 
west Twelfth St., Oklahoma City 3, Okla.; A. /. Doktorsky, 
M.D., 7107 S. Jeffrey, Chicago, Ill.; Charles A. Preuss, M.D., 
1317 Santa Barbara St., Santa Barbara, Calif.; Harold A. 
Tarrant, M.D., 1315 W. Ninth St., Wilmington, Dela. 

Liaison Committee on Voluntary Prepaid Medical Care: James C. 
Smmmons, M.D., Chairman, 30 Myrtle Ave., Fitchburg, Mass.: 
Tuomas H. Biake, M.p., Box 466, St. Albans, W.Va.; Carroll 
Witten, M.D., 2233 Taylorsville Rd., Louisville, Ky.; Rober! 
A. Price, M.D., 3602 N. Fifteenth Ave., Phoenix, Ariz.; Charles 
A. Nicoll, M.D., Panora, Ia. 

Liaison Committee on Rural Health: Grorce W. KakeLas, M.D. 
Chairman, Newberry, Fla.; Joun R. Ropcer, M.D., Bellaire, 

Mich.; S. Josep Grovate, M.D., 622 Central Ave., Cheyenne, 
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Wyo.; 5. S. Kery, M.p., Box 376, Kety Clinic, Picayune, 

Miss.; CLINTON SwICKARD, M.D., 604% Sixth St., Charleston, 

jil.; Bensamin N. Satrzman, 111 W. Sixth St., Moun- 

tain Home, Ark.; Paul J. Seifert, Jr., M.D., 509 California, 

Libby, Mont. 

Committee on Insurance: NorMAN F. Coutrer, M.D., Chairman, 
1516 S. Kuhl Ave., Orlando, Fla.; Gzorce E. Burkert, Jr., 
349 Main St., Kingman, Kan.; Epwin Rosner, M.D., 
814 Haddon Ave., Collingswood, N.J.; Peter J. Scafarello, 
M.D., 410 Asylum St., Hartford, Conn.; Frank H. Green, 
M.D., 134 E. Second St., Rushville, Ind. 

Committee on Mead Johnson Awards for Graduate Training in 
General Practice: Donatp H. Kast, m.p., Chairman, Bankers 
Trust Bldg., Des Moines 9, Ia.; Marsorie E. Conran, M.D., 
519 Philadelphia Pike, Wilmington 3, Dela.; Ricnarp R. 
CHAMBERLAIN, M.D., 30 Lenox Pl., Maplewood, N.J.; Jason 
C. SANDERS, M.D., 106 E. Kingshighway, Shreveport, La.; 
Leann S. Evans, M.D., 217 W. Court Ave., Las Cruces, N.M.; 
BernarD E. Epwarps, M.D., 704 N. Main St., South Bend, Ind. 

toss Award Committee: ARTHUR L. VASCONCELLOS, M.D., Chair- 
man, 1018 Keeaumoku St., Honolulu 14, Hawaii; Orson B. 
Spencer, M.D., 55 N. Sixth E., Price, Utah; Julius Michaelson, 
M.D., Box 945, Foley, Ala. 

liaison Committee on National Defense: Harvey D. RuNTY, M.D., 
Chairman, DeWitt, Neb.; Peter C. H. Erinakes, M.D., 1425 
Main St., West Warwick, R.I.; Clyde I. Swett, M.D., 18 Sherman 
St, Island Falls, Me.; Spencer York Bell, M.D., 1826 W. 
Clinch, Knoxville, Tenn.; Dennis Cunningham, M.D., 1626 
E, Charleston Blud., Las Vegas, Nev. 

Committee on 1958 State Officers’ Conference: BERNARD P. Har- 
POLE, M.D., Chairman, 1920 N.W. Johnson, Portland, Ore.; 
Carrow, L. WitTeN, M.D., 2233 Taylorsville Rd., Louisville, 
Ky.; Paut S. Reap, m.p., 2415 Fort St., Omaha, Neb.; 
Mr. Wiu1am W. Rocers, Advisory Member, 461 Market St., 
San Francisco, Calif. 

Representatives to Joint Committee on Industrial Medicine: Robert 
E. Heerens, M.D., 1335 Charles St., Rockford, Ill.; Edwin 
H. Fenton, M.D., 14831 Warwick, Detroit 23, Mich. 

Special Committee on International Academy of General Practice: 
B. M.D., Chairman, 216% Main St., 
Menasha, Wis.; U. R. Bryner, M.p., 508 E. South Temple, 
Salt Lake City, Utah; Paut A. Davis, m.p., 633 E. Market, 
Akron, Ohio; Marvin H. Otson, M.p., Wittenberg, Wis. 

General Practice Survey Committee: WILLIAM J. SHAW, M.D., Chair- 
man, Lee Hospital, Fayette, Mo.; B. Hitpesranp, 
M.D., 216% Main St., Menasha, Wis.; JosepH LINDNER, M.D., 
1514 Groesbeck Rd., Cincinnati 24, Ohio 

Committee on Mental Health: ANDREW S. Toms, M.D., Chairman, 
Box 3155, Victoria, Tex.; E. I. BauMGARTNER, M.D., 25 Alder 
St., Oakland, Md.; I. P. FRoHMAN, M.D., 2924 Nichols Ave., 
S.E., Washington, D.C.; Ricuarp H. Gwartney, M.D., 2810 
State St., San Bernadino, Calif.; L. E. Drewrey, M.p., 222 
Van Buren, N.W., Camden, Ark.; M. C. Wiginton, M.D., 
310 W. Thomas St., Hammond, La. 

MUSE Committee (Committee on Minimum Uniform Standards of 

Education for General Practice): HoLianp T. JACKSON, M.D., 

Chairman, Medical Arts Bldg., Ft. Worth, Tex.; J. S. DeTar, 

“.D., 55 W. Main St., Milan, Mich.; Cuartes C. Cooper, 

M.D., 322 Hamm Bldg., St. Paul, Minn.; Carteron R. Sora, 

“.D., 1101 Main St., Peoria, Ill.; D. W. McKuntay, ™.D., 

W. 521 Garland, Spokane, Wash.; Mary E. JounsTon, M.D., 

Tazewell, Va.; J. SHaw, M.p., Lee Hospital, Fayette, 

Mo.; Louis F. Rrrretmeyer, Jr., M.D., University of Missis- 

sippi Medical Center, Jackson, Miss.; Jesse RisING, M.D., 

University of Kansas Medical Center, Kansas City, Kan. 
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sleep from 


Lotusate’ 


Former insomniacs awake refreshed, without lethargy, 
after sleep from Lotusate, new intermediate-acting 
barbiturate. This somnifacient acts in fifteen to thirty 
minutes—sleep lasts from six to eight hours. 


Lotusate looks different—comes in slender 
purple Caplets®—120 mg. (2 grains). y 


Adult somnifacient dosage: 1 purple Caplet = 
15 to 30 minutes before retiring. 


New somnifacient brings sleep— 
without lethargy 


LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbuta!) and Caplets, trademarks reg. U.S. Pat. Off. 
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Consistent Gains in Functional Capacity 
Can Be Achieved with Conservative Therapy 


The unemployable arthritic once again 
may undertake full employment and 
normal recreation. Patients once confined 
to the home or wheel chair often find it 
possible to engage in light work. And even 
bedridden patients can walk with comfort 


again. These are the benefits of conservative 
therapy as demonstrated in long-term 
studies.’** In fact, in these four-year 
comparative studies of salicylate and 
cortisone, the corticoid showed no 
superiority over conservative therapy. 


Superior Conservative Therapy Provided by Buffered Pabirin 


Buffered Pabirin epitomizes modern, 
conservative therapy without the serious 
complications of corticoid therapy. Adrenal 
atrophy, peptic ulcers, moon-face, hyper- 
tension or psychotic reactions, a constant 
risk whenever corticoids are used,*’ will 


not occur with Buffered Pabirin. Month 
after month, Buffered Pabirin can be 
administered with a minimum of problems 
to patient and physician,and without the 
side effects common to the use of 
salicylates alone. 
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This Month's Authors 


Nila Kirkpatrick Covalt, M.D., a general practitioner for 12 years, is especial- 
ly interested in physical medicine and rehabilitation. Currently in private practice 
at the Rehabilitation Center, Winter Park, Fla., Dr. Covalt was formerly chief 
of the physical medicine and rehabilitation department, Connecticut State Com- 
mission for Chronically Ill, Aged and Infirm. She was also assistant chief of 
physical medicine in charge of physical therapy, Veterans Administration, 
Washington, associate professor of clinical medicine, Yale Medical School, and 
assistant professor of physical medicine, New York University—Bellevue Hos- 
pital. Page 131 


E.L. Foltz, M.D. joins University of Pennsylvania medical colleagues as a ‘*Prac- 
tical Therapeutics” author. Dr. Foltz is currently assistant professor in medicine, 
associate in clinical pharmacology and director of laboratories, section on in- 
fectious diseases, at the University’s medical school. He began his medical career 
there and following graduation, served both an internship and residency at St. 
Luke’s Hospital, Bethlehem, Pa. After three years as an Army medical officer, 
Dr. Foltz returned to Philadelphia as an instructor in pharmacology. He was, at 
one time, a research fellow of the American Heart Association. His article is 
**Problems in Management of Infective Endocarditis.” Page 144 


Ira M. Rosenthal, M.D., Chicago, Ill., authored “The Pneumonias of Child- 
hood.” A 1946 graduate of Indiana University Medical School, Indianapolis, 
Ind., Dr. Rosenthal took pediatric residency training at Fordham Hospital, New 
York, and Kingston Avenue Hospital for Contagious Diseases, Brooklyn. After 
three years of private practice in New York, he joined the full-time faculty of the 
pediatric department, University of Illinois College of Medicine, Chicago. Dr. 
Rosenthal is now associate professor of pediatrics there and associate attending 
in pediatrics at two Chicago hospitals, Cook County and Research and Educa- 
tional. He is certified by the American Board of Pediatrics. Page 77 


Sidney Rubin, M.D. is an instructor in radiology at the University of Kansas 
Medical Center, Kansas City, Kan., and associate radiologist at the Menorah 
Medical Center, Kansas City, Mo. A graduate of the University of Wisconsin 
Medical School, Dr. Rubin is a diplomate of the Board and member of the Col- 
lege of Radiology. Other memberships include A.O.A. and Sigma Sigma. In 
writing “Early Clinical and X-Ray Diagnosis of Multiple Myeloma,” he col- 
laborated with colleagues David S. Dann, M.D., his associate, and Gustave 
Eisemann, M.D., instructor in medicine at the University of Kansas Medical 
Center. Page 74 


Paul W. Seavey, M.D. is an internist in private practice, Durham, N.C. He 
received both his A.B. and M.D. degrees from Emory University, Atlanta, Ga., 
and took postgraduate work in internal medicine at both Duke Hospital, Durham, 
and Grady Memorial Hospital, Atlanta. Dr. Seavey then spent an additional 
year at Emory studying cardiology. He is a member of the American Heart 
Association and is currently on the staff of Watts Hospital, Durham. His article, 
**Pulsus Alternans,” was written in collaboration with J. Willis Hurst, M.D., 
chairman of the department of medicine, Emory University, and a member of 
GP’s Editorial Advisory Board. Page 93 
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HE FELL AUD 


HURT HIMSELF 
REAL BAD 


"Grandpa hurt so "But then he got "And the pain "So Grandpa oq 
much we all some nice pills went away fast walked over | 
thought that he from the doctor" ... like that" after all... . 
couldn't come with a big th 
to my party" present for me" 


AND THE PAIN WENT AWAY]: 
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Yours Truly... 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


MUSE(ing) 
Dear Mr. Cahal: 


[ was interested in reading your comments in the “‘Secre- 
tary’s Newsletter” in the December, 1957 GP. As you 
know, the Tennessee chapter has been vitally interested in 
the activities of the MUSE committee and authorized Dr. 
Paul Lindsay, our president-elect, to appear before the 
committee at its meeting. 

I was pleased to note that the recommendations of the 
committee were in line with our thinking and hope the 
im board of Directors and Congress of Delegates will see fit to 
support their recommendations. 

lam somewhat concerned about the thinking of some of 
the members of the Academy concerning training in major 
surgery in the future. I have made comments concerning 
this in my “President’s Page” which appears in the 
Tennessee GP. 

I think it would be a great mistake to leave off this train- 
ing for those who are interested in surgery as I have been 
during my entire practice. I have particularly in mind those 
general practitioners who practice in small towns just as I 

do. 

§ Brownsville is a town of about 5,000. With the large 

number of small hospitals that have been built within the 

past few years, particularly under the Hill-Burton Act, it 
will be difficult to furnish adequate surgery for these well- 
equipped hospitals in the future. 

I would be interested in hearing the ideas of other mem- 
bers concerning this. I certainly hope the committee will 
hot see fit to eliminate the general practitioner-surgeon in 

the future. 


me 
K. Weicu, Jr., 
President 
\Y Tennessee Chapter 
Brownsville, Tenn. 
aber 3 
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While Reader Welch concurs with the MUSE committee’s pre- 
liminary report, another Academy member, Capt. Patrick E. 
Callaghan, as noted below, takes issue with the committee’s two- 
year general practice residency proposal.—PUBLISHER. 


Dear Sirs: 

I cannot but take issue with the Committee on Minimum 
Uniform Standards of Education for General Practice in 
their recommendation of a two-year general practice 
residency. 

If the young general practitioner finds himself inadequate 
for practice after internship, this is the fault of the medical 
school and the hospital (medical staff in particular). 

Residency training in hospitals should be in the recog- 
nized clinical specialties, for few hospitals with good train- 
ing programs have material to offer beyond internship for 
the general practitioner. 

The necessity for the general practice residency is, there- 
fore, an individual problem for the man whose training 
during medical school and internship has been inadequate. 

I interpret the suggestions of the MUSE committee as 
another attempt of older physicians (both specialists and 
general practitioners) to keep young men out of private 
practice, 

Capt. Patrick E. Cattacuan, (MC) 
USAF Hospital 
Eglin Air Force Base, Fla. 


Previous Reference 


Dear Sirs: 

My paper, “The Transmission of Sound by the Femur,” 
appeared in the January issue of GP. Up until the time that 
it went to press I had been unable to find a previously 
published description of this technique in the literature. 
Shortly thereafter it was called to my attention that such 
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a description does exist. The previous reference is Dr. 
Robert K. Lippman, “‘The Use of Auscultatory Percussion 
for the Examination of Fractures,” Journal of Bone and Joint 
Surgery, pp. 118-126, Vol. 14, 1932. 

LEONARD F. PELTIER, M.D. 

Head of Section of Orthopedic Surgery 
University of Kansas Medical Center 
Kansas City, Kan. 


Tell-Tale Signs 


Dear Sirs: 

I should like to add a word concerning the use of Vitamin 
K; or Mephyton in regard -to the anticoagulant therapy 
described by Dr. William F. Putnam in his article, ‘‘Long- 
Term Anticoagulant Therapy” (December, 1957 GP). 

The antiprothrombin activity of Dicumarol can be re- 
versed rather rapidly by the intravenous administration of 
Mephyton. In my own practice I depend on the onset of 
symptoms—blood blisters in the mouth and hematuria (the 
most common symptoms)—and the prompt administration 
of Mephyton, more than upon the admittedly inaccurate 
prothrombin determination. 

J. L. Kircu, m.p. 


Ojai, Calif. 
An Old Irritation 


Dear Sirs: 

In the December GP I read a letter by Dr. F. P. Rhoades, 
which had previously been published in our Michigan 
state journal. Each time it has irritated me anew. 

Dr. Rhoades, with all due respect to his views, writes 
like a drug company representative. I do little dispens- 
ing but would like to champion the ethical physicians 
who do. 

In answer to his plea for the starving druggist—nine out 
of ten maintain that there is no profit in prescription drugs, 
and that they scarcely cover cost of handling. Who’s kid- 
ding whom? 

Next is his substitution complaint. These “products 
of research” need not be substituted, since they can be 
obtained by the dispensing physician in identical form 
from drug wholesalers, at half to two-thirds the pharmacist’s 
counter price. 

One more item. Dr. Rhoades evidently does not have 
much contact with or knowledge of his patients apart from 
office visits or he would have more understanding of the 
impact of drug costs on many patients. I’m sure many 
general practitioners are frequently reluctant to prescribe 
the medication indicated, because they know the cost to 
a poor family is almost prohibitive. They prescribe the 
drug anyhow in the interest of good medical practice, but 
with a silent oath at the cost of these drugs. Many of these 
can be dispensed at a lower cost to the patient. 

Do any of my silent brethren concur with me, or am I 
the sole defender of a just cause? 

P. J. SAUDER, M.D. 
Chelsea, Mich. 
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Unfeasible 


Dear Sirs: 

J would like to make a suggestion to GP. Several of us 
who are in group practice have to plan time off and vaca- 
Sijons frequently as much as a year in advance. It would 
help so much if we had a time table of scheduled national 
g@ayentions and assemblies of all specialty and medical 


One page each month devoted to meetings scheduled as 
fr as six months to a year in advance would be of great 
Mimerest to many physicians. I know of no other journal 
that gives this service adequately. GP could easily set a 


precedent. 
lodi, Ohio 


Epwarp A. Ernst, M.D. 


Some time ago when GP enlarged its monthly “On the 
Galendar” from one column to a full page, it also considered 
the possibility of publishing national meetings six months 
a year ahead of schedule. The idea seemed a good one but 
was not feasible since GP does not receive notification of most 
Wf these meetings that far ahead of time. In many cases, an- 
mouncements of these meetings reach GP shortly before they 
are held.—PuBLISHER 


Interested? 


Dear Sirs : 

Due to personal problems which require that I move 
back to my home state, I am leaving a most promising 
piactice in one of Denver’s fastest growing suburbs. There 
is an eight-room office, containing 1,450 square feet of 
floor space, that can be leased or purchased on convenient 
terms. A variety of desirable housing is also available. 

Frank M. JAMES, M.D. 


Broomfield, Colo. 


“Not quite that way, Mrs. Filstrup” 


Courtesy of Boyle and Company 
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“a new approach to 


AQUA IVY, 


effective 
prophylaxis 


AQUA IVY, “AP®—the poison ivy and poison 
oak desensitizer, developed by Strauss and — 
Spain, is the whole pyridine extract of poison 
ivy leaves which is alum precipitated to form an 
insoluble complex that is readily suspended eee 


normal saline for injection. This results in immun- _ 
_ ity and prevents the severe reactions often seen 


from the prophylactic-use of ordinary 
ivy extracts. 


AQUA IVY, AP®, is administered 
aneously with little or no pain, and without _ 


the usual reaction at the site of injection. e 


That's why it is so..... 


LONG ACTING * 
Literature Available 


: 

<2 
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answer: DISTURBED DIGESTIVE PHYSIOLOGY 


They are the pregnant, the aged and the sedentary patient, or the fatty 
foods fan, who frequently display the classic symptoms of biliary stasis — 
dyspepsia, eructation, nausea and flatulence. 
Cholan V combines two therapeutic actions: 
¢ Hydrocholeretic action of dehydrocholic acid to produce 
an abundant flow of fluid bile. 
* Spasmolytic action of homatropine methylbromide — in 
new therapeutic dosage (5 mg.) for greater effectiveness 
without sacrifice of safety—to facilitate drainage. 
Cholan V provides physiologic biliary tract lavage. 


Cholan V 


Each tablet contains 250 mg. Cholan DH® (dehydrocholic acid Maltbie) and 5 mg. homat- 
ropine methylbromide. One or two tablets t.i.d., after meals. Bottles of 100, 500 and 1,000. 
Hydrocholeresis is contraindicated in certain types of jaundice and in complete bile duct 
obstruction. 
Also available: Cholan DH® (250 mg. dehydrocholic acid) for hydrocholeresis. 
Cholan HMB (250 mg. dehydrocholic acid, 2.5 mg. homatropine methylbromide, 
¥% gr. phenobarbital) for hydrocholeresis, spasmolysis and sedation. 
Write to Professional Service Department for free sample supply. 
MALTBIE LABORATORIES DIVISION 
WALLACE & TIERNAN, INC. 


Belleville 9, New Jersey PCN-72 
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A House Divided 


In THE PAST 25 YEARS there have been startling socio- 
logic changes in these United States—many of them 
having a profound influence upon medicine. And surely 
more changes are in prospect. It is important to medi- 
cine, as it is to any segment of the nation’s population, 
that those changes be for the good of the whole nation. 

So, it is disquieting, to say the least, that medicine 
is a house divided. The segments are easy to see. 
There is a small segment made up of the “informed” 
physicians—those who have studied the current social, 
economic, and medical problems and their interrela- 
tionships. That small segment contains the leaders of 
“organized” medicine—a group of men who have 
dedicated no small part of their lives and fortunes to 
a program that will insure that the wheel will turn in 
the direction of growth, not decadence. 

The larger segment of the divided house is made up 
of men who are uninformed or partly informed. Herein 
lies medicine’s weakness. 

Although there may be various reasons that a large 
number of physicians are uninformed, it seems prob- 
able that the major factor is a lack of interest on their 
part. That thought is based upon the simple truth that 
people learn quickly and completely about things in 
which they have a keen interest. 

There is evident danger in this situation. If changes 
are to take place in the medical-social scheme, physi- 
cians are the people most able to turn those changes to 
the advantage of the nation. They are the potential 
guides for this part of the nation’s destiny. But a guide 
who is uninformed or uninterested is no guide at all. 

The remedy for all this is obvious—obvious but not 
simple. Some means must be found to insure that more 
physicians become informed. Finding those means is a 
complicated business. In this modern world, there are 
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more and more things to compete for the physician’s 
interest. What can be done to make paramount his 
interest in everything that relates to the medical-social 
setting? The answer to that question is the greatest 
single challenge to medicine’s leaders. 


Antibiotics in Foods 


WONDERFUL AS THEY ARE for the treatment of infectious 
diseases, it is well known that the antibiotics have 
certain disadvantages. These include the development 
of antibiotic-resistant bacterial populations, side reac- 
tions, and, in the case of penicillin, sensitization reac- 
tions. In ari article in Science for December 6, 1957, 
Dr. Henry Welch tells how consideration of these 
problems has had to be extended in connection with 
food supplies for humans. 

There is an enormous list of chemicals that may find 
their way into foods that humans eat. Contamination 
of foods with antibiotics is only a small part of the 
total problem, but has special significance for Dr. 
Welch, who is director of the Division of Antibiotics 
of the U.S. Food and Drug Administration. These drugs 
are fed to animals to promote their growth, used for 
the treatment or prophylaxis of animal diseases, sprayed 
on crops to prevent blight and bacterial diseases and 
added to foods to extend their “shelf life.” 

Fortunately when antibiotics are added to the feed 
of animals in order to stimulate growth, antibiotic 
residues are not found in the blood or tissue of the 
animal. Similarly, the use of antibiotics as crop sprays 
does not constitute a public health problem because 
the antibiotics are dissipated before the edible portion 
of the plant is formed. 

When antibiotics are used for the treatment of ani- 
mal diseases, there is possibility of indirect adultera- 
tion of human food. As an example, penicillin and 
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other drugs are widely used for the treatment of mas- 
titis in milk-producing cows. Customarily, the disease 
is treated by the infusion of the antibiotic into seg- 
ments of diseased udders. Penicillin is widely used for 
this purpose and is likely to be found in the cow’s 
milk for at least 72 hours after the last treatment. Ac- 
cordingly, dairy farmers had been warned to discard 
milk from cows treated for mastitis or to use the milk 
for other than human food during the three-day period 
following treatment. In spite of this, surveys conducted 
during 1954, 1955 and 1956 disclosed appreciable 
quantities of penicillin in about 7 per cent of 2,274 
samples of milk obtained from all parts of the United 
States. Experts who were queried on the significance 
of this finding opined that such contamination of 
milk would constitute a hazard in an individual highly 
sensitive to penicillin. The magnitude of the problem 
becomes apparent when it is realized that some esti- 
mates suggest that there may be as many as 17 million 
people in the United States today who have the po- 
tentiality for reacting to a contact with an antibiotic. 
So it is that the United States Food and Drug Adminis- 
tration has a keen interest in a program to reduce 
penicillin contamination of milk—a program that en- 
tails education of the farmer, inclusion of a warning 
statement on the container of the drug used for treat- 
ment of bovine mastitis, and limitation of the penicillin 
content of mastitis preparations to 100,000 units per 
dose. 

In 1955, the Food and Drug Administration ap- 
proved the use of chlortetracycline for the preservation 
of raw poultry. In 1956, oxytetracycline received simi- 
lar approval. In limited amounts, these antibiotics are 
permitted and have been shown to extend the “shelf 
life’ of the fowl. Permission was based upon the fact 
that significant antibiotic residues are not found after 
the food is cooked. Applications to extend this use of 
antibiotics to preservation of fish have not been ap- 
proved. True, they would have the same good effect on 
the “shelf life” of the food, but unfortunately, residues 
of the antibiotics persist after cooking. Moreover, al- 
though poultry is customarily cooked before reaching 
the table, some types of fish are eaten raw, smoked or 
pickled. 

Welch notes that “as more and more uses are found 
for antibiotics in foods, those charged with the re- 
sponsibility of seeing to it that such foods are safe will 
find themselves in an increasingly difficult position.” 
The need for caution is evident. It is therefore reassur- 
ing to learn that the Food and Drug Administration 
plans “to move slowly and cautiously in response to 
each new proposal concerning antibiotics in foods, 
keeping in mind the fact that if the public, or any un- 
fortunate segment of it, has reservations concerning 
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the safety of our food, it must at the same time question 
the effectiveness of our operations.” 


Two-Year Schools 


GP For January, 1958, carried a news note about a 
move to increase the number of medical graduates in 
the United States by opening new two-year schools, 
So it is that at last year’s meeting of the Association 
of American Medical Colleges, a resolution was passed 
advocating such schools as “the quickest, cheapest 
means of expanding medical school enrollment.” 

A number of new four-year schools have developed 
within recent years. As a result, by 1964, the annual 
number of medical graduates will increase by about 
450. Implicit in the resolution about new two-year 
schools is the medical educators’ thought that a further 
increase in the number of physicians will be needed. 

If additional two-year schools are opened, there will 
be no problem in absorbing their students into existing 
four-year schools. Many of the four-year schools have 
room for more students in their junior and senior 
classes. In fact, a recent survey showed that between 
300 and 400 additional students can be accommodated 
in this way. 

It would appear to be desirable to take another look 
at this proposal. At the outset, it would probably be 
less expensive to expand the preclinical facilities of 
existing four-year schools that have room for additional 
students in their clinical years. Also, the four-year 
school has an opportunity for curricular experiments, 
especially integration of preclinical and clinical teach- 
ing, that can hardly be tried in a two-year school. 

It seems that the Association of American Medical 
Colleges had in mind that new two-year schools even- 
tually would become four-year schools. That has been 
a pattern in the past. This raises the question of how 
many more four-year schools are needed in the United 
States and how many medical graduates for the years 
to come. 

That question is controversial to say the least. Many 
medical educators and demographers believe that there 
is a shortage of physicians right now—a shortage that 
will become more and more severe as our population 
grows. Others stoutly contend that there are enough 
physicians and that existing schools will enable supply 
to keep pace with demand. 

Some tricky side issues are tied into the dispute 
about the numbers of medical graduates that will be 
needed in the future. Changes in the pattern of medical 
education and practice and in the general pattern of 
living undoubtedly should influence the physician 
population ratio. These and other factors deserve care- 
ful assay before fixing a plan for development of edu- 
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estion ational facilities. This is all the more so in view of the 
expectation that medicine will meet increasing compe- 
jition from other sciences for recruitment of qualified 
students. 


Out a 
tes in 
hools. Taz PETERSON sTUDY, probing the general practice of 
lation # medicine in North Carolina, merited several GP edi- 
assed Biorial allusions. It now seems clear that GP is aware 
apest Hof the study’s contribution and significance. Ergo, 
pv wind it up with a final item that should interest 
Academy members. 
inual § Staff members, perusing the study, noted that it 
bout J seemed to substantiate several Academy objectives. 
-year | More recently, we’ve noted that this is not a biased 
rther ff observation. The July, 1957, issue of Medical Econom- 
ded. §f ic, in an article written by Miss Lois Hoffman, points 
> will § out that a North Carolina family doctor is probably 
sting ff an above-average clinician if he: (1) does 40-59 hours 
have ff of postgraduate work each year; (2) ts an American 
nior § Academy of General Practice member; and (3) sub- 
veen ff scribes to more than four medical journals. 
ated J} With special reference to items 1 and 2, there’s a 
certain satisfaction in finding out that others realize 
look ff what we’ve known all along! 
y be 
s of 
onal 
year § IN RECENT YEARS, there has been considerable debate 
nts, § about the relative merits of radical mastectomy and 
ach- ff simple mastectomy with radiotherapy in the treatment 
of carcinoma of the breast. This has developed mainly 
ical J from an experiment devised by McWirter in Scotland. 
en- § He became convinced on theoretic grounds that sim- 
ee # ple mastectomy would be a more effective treatment 
tow Ff than the radical operation. Accordingly, since 1941, 
ted Ff simple mastectomy with radiotherapy has been the 
ars # method of treatment in Edinburgh. A comparison of 
survival rates in that city demonstrated to McWirter’s 
any § satisfaction that the prospects for survival were better 
ere § after simple mastectomy with radiotherapy than after 
hat radical mastectomy. 
lon In order to assay their own experience and to provide 
igh Bf abasis for consideration of McWirter’s data, Berkson 
ply § and coworkers have analyzed the results at the Mayo 
Clinic in the 45 years from 1910 through 1954. There 
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Carcinoma of the Breast 


ute J were 9,477 cases in which radical mastectomy was per- 
be formed. Far from supporting McWirter’s contentions, 
cal ft the Mayo Clinic experience indicated that radical mas- 
of ff tectomy affords a better prospect for five-year survival 
than does simple mastectomy with radiotherapy. The 
re- 


comparison is shown here in the diagram shown at 
lu- the rivht. 
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How then is one to explain the fact that McWirter 
demonstrated a better prospect for survival after treat- 
ment with simple mastectomy? The Mayo Clinic au- 
thors believe that this question is answered by the fact 
that McWirter compared the results of a method used 
uniformly since 1941 with the results that were obtained 
prior to that time, and left out of account, therefore, 
the possibility of a change in prognosis that might 
have come about under the influence of time itself. For 
example, at the Mayo Clinic where radical mastectomy 
has been the standard method of treatment for 45 years, 
the five-year survival rate following operation has 
steadily improved, and there has been a steady decrease 
in the proportion of patients showing axillary metas- 
tases, as indicated in the following table: 


Cases with Cases with 
Period axillary metastasis 5-year survival 
1910-1924 66.6% 40.1% 
1925-1934 66.4% 49.5% 
1950-1954 47.6% 65.1% 


These facts indicate to Berkson’s group that the im- 
provement of survival rates in Edinburgh during the 
McWirter experiment is not due to a change in the 
method of treatment. Rather, the change is related to 
the fact that the patients are coming for treatment 
earlier in the course of their disease and this works in 
their favor. 

The results of the study at the Mayo Clinic indicate 
that under a policy of continued use of radical mas- 
tectomy, considerable progress has been made in the 
treatment of breast cancer. Much credit for that ac- 
complishment must be given to education of the public 
to seek early treatment for cancer—education that has 
resulted from the combined interests of “lay” organiza- 
tions and the medical profession. Under the circum- 
stances, it is to be hoped that still further improvement 
will follow. 


SURVIVAL RATES AT FIVE YEARS 
AFTER TREATMENT OF BREAST CANCER 


Simple mastectomy 


Per cent 20 40 60 80 
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What Patients Know 


A PHYSICIAN is likely to want his patients to know a 
good deal, he thinks they know less than they actually 
do and he does less than he should to improve their 
fund of information. This double (or is it triple?) para- 
dox is raised as the outcome of a study reported by 
Pratt, Seligmann and Reader in the American Journal 
of Public Health for October, 1957. 

The authors subjected 214 medical clinic patients to 
a 36-question multiple choice test containing rather 
routine questions about etiology, symptoms and treat- 
ment of ten common diseases. A sample question was: 

Tuberculosis of the lungs is due to: 

1. Prolonged exposure to the cold 

2. Infection with a germ 

3. Anemia and vitamin deficiency 

4. Don’t know 
On the average, the clinic patients could correctly 
answer 55 per cent of the questions. 

As a next step, 89 physicians in the medical clinic 
were asked whether they thought the 36 facts exempli- 
fied in the questionnaire should be part of a layman’s 
fund of knowledge. The doctors thought that about 82 
per cent of the facts included in the questionnaire 
should be known by laymen. Nevertheless, the great 
majority of the doctors had an over-all tendency to 
underestimate patients’ knowledge—this in spite of the 
fact that patients’ actual level of information was quite 
low. This appeared to have a serious effect upon pa- 
tient-physician relationships. Those physicians who 
seriously underestimated the knowledge of their pa- 
tients held quite limited discussions with the patients 
about their problems, while physicians who more 
accurately evaluated patients’ knowledge or over- 
estimated it were more informative to patients. !n all of 
this, the authors saw a kind of vicious cycle as follows: 

“When a doctor perceives the patient as rather 
poorly informed, he considers the tremendous diffi- 
culties of translating his knowledge into language the 
patient can understand, along with the dangers of 
frightening the patient. Therefore he avoids involving 
himself in an elaborate discussion with the patient; the 
patient, in turn, reacts dully to this limited informa- 
tion, either asking uninspired questions or refraining 
from questioning the doctor at all, thus reinforcing the 
doctor’s view that the patient is ill equipped to com- 
prehend his problem. This further reinforces the doc- 
tor’s tendency to skirt discussions of the problem. 
Lacking guidance by the doctor, the patient performs 
at a low level; hence the doctor rates his capacities 
as even lower than they are.” 

In a longitudinal study of patient-physician rela- 
tionships, the authors noted how that vicious cycle 
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could be reversed. Thus, patients who receiv. some 
explanation from the physician tended to ask slightly 
more questions. When this happened, they received 
still further instruction from the physician, and so on, 
Under the circumstances, informed patients were likely 
to receive better medical care. Such patients could ac- 
cept more fully the physician’s plans and goals. Then 
they were more likely to follow through to the com- 
pletion of their treatment. 

Although the study by Pratt and her associates was 
performed with clinic patients, the results seem appli- 
cable to private practice. Such responses on the part of 
patients are probably influenced by more than the mere 
desire for acquisition of knowledge. The attitude of 
the physician as a teacher of his patients implies sym- 
pathetic interest on his part—an important element 
in the success of medical therapy. 


The Origins of Coronary Atherosclerosis 


EPmeEMIOLocic stupiES have led to an extraordinary 
preoccupation by some authorities with the thought 
that coronary atheromatosis is related to the fat content 
of the diet. This came about because American’men 
eat a great deal more fat than some other peoples in 
Africa, China, Italy and Spain, and have what seems to 
be correspondingly a greater prevalence of coronary 
artery disease. Under the circumstances, it was sur- 
prising to Friedman and Rosenman that no one had 
bothered to assay carefully the fat content of the 
American man’s spouse. This seemed curious because 
premenopausal American women, unless they have hy- 
pertension or diabetes, seem as immune to coronary 
atheromatosis as any Bantu. 

The authors therefore set about to fill this gap in 
knowledge by means of a survey of the dietary intakes 
of a group of women and their husbands, all of them 
Americans belonging to an upper economic stratum. 
Not at all to their surprise (because they have a pro- 
found distrust of the theory that coronary atheromatosis 
is related to fat intake), it was found that the American 
ladies were eating as much fat as their men. 

Since American women eat as much fat as American 
men, the authors concluded that the relative female 
immunity to coronary artery disease has to be ex- 
plained either on the basis that femaleness protects 
against the disease or on the basis that a high fat in- 
take itself is not uniformly nor specifically atherogenic. 

In a review of the studies that have seemed to sup- 
port the belief that femaleness affords immunity, the 
authors were left dissatisfied. They questioned the ap- 
plicability of studies of chicks to the problem of clinical 
coronary disease. They noted that the American Negro 
woman seems entirely unprotected by her femaleness 
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and that the incidence of degenerative heart disease 
inItaly is about the same in both sexes. They wondered 
how it is the immunity can be so completely lost when 
hypertension or diabetes is also present. Surely, if 
femaleness were important, it should retain some in- 
fuence in the face of these diseases. 

When the authors analyzed the data that have 
semed to support the belief that a high fat intake 
lads to coronary artery disease, they concluded that 
., the differences found in the incidence of clinical 
coronary disease in various groups and races cannot 
be ascribed with certainty only to differences in the 
increment of fat ingested.”” Moreover, they were espe- 
cially worried by the fact that little attention has been 
paid to other existing data. In particular, they em- 
phasized that only middle- and upper-class Western 
man has this disease in abundance. 

It is unquestionably true that the kind of men who 


get coronary artery disease in America differ from 
“immune” groups in more than just dietary respects. 
For one thing, this type of man is immersed in the 
rapidly increasing profound emotional stresses and 
tensions of his society. “How,” Friedman and Rosen- 
man asked, “‘can one compare the incidence of a dis- 
ase (whose etiology is obscure) in the American 
male with that in the American housewife, male eunuch, 
the Chinese coolie, or the Bantu without giving as 
much weight to this factor of ‘socioeconomic stress’ 
as to any other factor?” How indeed! 


Television, Too 


Earuter GP EDITORIALS have discussed the relationship 
of vascular stasis to the development of thrombosis in 
the deep veins of the lower extremities. Attention was 
directed particularly to the risk of prolonged sitting 
during long airplane flights and long automobile trips. 
An article in the Journal of the American Medical 
Association for October 12, 1957, adds television view- 
ing to the list of hazardous activities (or better, inac- 
tivities). 

In that article, Naide told about three patients who 
developed serious vascular disease apparently as a re- 
sult of sitting too still for too long while watching tele- 
vision programs. Two of the patients were elderly 
people whose television habits led to thrombosis of the 
deep veins of the lower extremities, complicated by 
pulmonary embolism. The third patient was a 39-year- 
old woman who habitually sat with one or the other leg 
tucked under her at TV time. Thrombosis of the left 
femoral artery followed a two-hour vigil at the screen— 
an extraordinary tribute to the program she was watch- 
ing. 

These experiences recall to mind the importance of 
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good sitting habits. So it is that Naide recommends to 
television viewers that they remove girdles and other 
tight garments before they settle down to watch the 
Westerns, that they avoid awkward positions that 
bring pressure or angulation at the knee or groin and 
that they break the monotony by moving their legs or 
by getting up to walk around. Perhaps what is needed 
is a large-size oscillating bed with the television screen 
built into the footboard. 


General Practice Residencies Must Provide Education 


A NUMBER OF HosprraLs have been obtaining a house 
staff made up of graduates of foreign medical schools 
under the masquerade of operating a general practice 
residency program. Although the Academy and the 
American Medical Association Council on Medical 
Education and Hospitals are not attempting to inter- 
fere with a hospital’s right to employ a house staff, 
the joint Residency Review Committee for General 
Practice will not permit a service program to be 
approved as a graduate educational program. 

Until 1955, when the “Essentials of an Approved 
General Practice Residency” were revised and a joint 
residency review committee established, any program 
similar to a second year of rotating internship could 
be classed as a general practice residency. Hospitals 
secured student visas from the State Department for 
foreign graduates based upon the AMA council’s ap- 
proval of its general practice training program. 

Through the joint efforts of the American Academy 
and the AMA Council on Medical Education and 
Hospitals, specific teaching requirements have been 
outlined and are now enforced through the Residency 
Review Committee for General Practice. 

The Academy has developed suggested plans for 
two- and three-year programs. Hospital staffs now 
know what is required to organize and operate an 
approved general practice residency. Hospitals that 
had operating programs in 1955 have now been in- 
spected, evaluated, and informed of deficiencies. At 
the June, 1957, meeting of the residency review com- 
mittee, hospitals that had not corrected their pro- 
grams to conform with the minimum standards out- 
lined in the “Essentials” were disapproved. 

Although there are variations in the quality of train- 


- ing offered in the approved general practice residen- 


cies, the residency review committee is rapidly weed- 
ing out the service programs and encouraging the 
others to upgrade and expand their programs beyond 
the minimum requirements. The number of approved 
general practice residencies is increasing each year, 
and the number of positions filled by graduates of 
U. S. schools is also increasing. 
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Figure 1. Plasmablasts in the bone marrow of a patient with 
multiple myeloma. 


Figure 2. Rib marrow biopsy of a patient with multiple 


myeloma. 
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Early Clinical 
and X-Ray Diagnosis 
of Multiple Myeloma 


GUSTAVE EISEMANN, M.D., 
SIDNEY RUBIN, M.D. 
AND DAVID S. DANN, M.D. 


Section of Hematology and Department of Radiology 
Menorah Medical Center 
Kansas City, Missouri 


A ten-year experience with multiple myeloma has 
served chiefly to emphasize the variety of its clinical 
and roentgenographic signs. The classical picture 
—especially that of multiple “punched-out” lesions 
in the skull—is not common. Early x-ray studies 
may be normal. On the other hand, compression 


fracture of the spine is a common presenting sign. 


A REVIEW OF PATIENTS with multiple myeloma in 
Menorah Hospital in the last ten years has emphasized 
the difficulty in the early clinical and radiologic diag- 
nosis of this disease. We are reporting some of our 
findings because of the apparent increased incidence of 
this disease. 

A diagnosis of multiple myeloma must be considered 
in all patients with the symptom triad of weakness, 
fatigue and bone pain. Early in the disease the physical 
examination is usually normal. The initial findings are 
most commonly localized bone pain and anemia. Occa- 
sionally macroglossia, splenomegaly or purpura will 
be noted. (Recently the diagnosis of myeloma was 
suspected and proved in one patient because of recur- 
rent pneumonia.) 


Diagnostic Aids 


A few simple procedures aid in the diagnosis of 
myeloma. When present, anemia is normochromic and 
normocytic. The appearance of rouleau formation on 
the blood smear or in the red cell pipette is almost 
diagnostic. Plasmablasts may be noted on the blood 
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aneat. The total serum protein is usually elevated, and 
there is a marked increase in the serum globulin. 
flectrophoresis of serum, although valuable, is not 
needed to establish a diagnosis. In our experience, 
Bence-Jones proteinuria is so rare that its occurrence 
is of academic interest only. Hypercalcemia occurs 
frequently, and aids in the differentiation of myeloma 
from osteoporosis. 

Bone marrow examination is mandatory in all sus- 
pected cases. The characteristic bone marrow appear- 
ance is a generalized diffuse infiltration with plasina- 
blasts (Figure 1). Early in the disease, there may be 
only a mild increase in plasmablasts. 

Occasionally no marrow can be aspirated because 
of extreme packing of the marrow by abnormal cells. 
This occurred recently in*one patient who was seen 
because of fractures of the ribs without apparent 
trauma. A surgical rib marrow biopsy revealed the 
diagnostic picture seen in Figure 2. An increase in 
normal plasma cells may occur in chronic infections 
and acute virus diseases. 


Roentgenograms 


The radiologic observations in multiple myeloma 
emphasize the variable skeletal manifestations of this 
disease. In early as well as late cases, the x-ray diag- 
nosis is frequently difficult. In our experience, the 
classical picture of multiple “‘punched-out” areas, as 
shown in Figure 3, is uncommon. 

In spite of the early symptom of bone pain, the x-ray 
appearance of the skeleton may be normal on the 
patient’s first admission to the hdspital (Figure 4). A 
follow-up study may show a change in the bone, how- 
eer (Figure 5). This emphasizes the importance of 
serial x-ray studies. © 

Compression fracture of the spine is a very common 
finding, especially in patients with back pain (Figure 
6). Frequently, the compression occurs after only 


minimal trauma. Multiple myeloma must be suspected © 


in any patient with compression vertebral fractures 
occurring after a minor accident. We have seen patients 
treated for “healing” vertebral fractures develop other 
signs or symptoms of myeloma that then made the 
diagnosis obvious. 

In examination of the skeleton, most lesions are noted 
in the spine and skull. Extensive changes may be noted 
in the spine, yet the skull will be normal. Conversely, 
the skull may demonstrate destructive changes without 
any significant alteration in the spine. The distal parts 
of the extremities are spared radiologic changes even 
in patients with extensive bone disease in other areas. 
Our routine skeletal survey includes examination of 
the skull, spine, chest, pelvis and distal parts of the ex- 
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Figure 3. Skull roentgenogram showing he mannneadl areas in the 
calvarium. This is not a common finding. 


Figure 4. Normal lumbar spine roentgenogram. 
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Figure 5. (above, left) Same patient as in Figure 4. Lumbar spine 
x-ray taken four months later shows diffuse decalcification. 


Figure 6. (above, right) Lateral chest roentgenogram showing spon- 
taneous compression fracture of a thoracic vertebra. This ts a com- 
mon occurrence in multiple myeléma. 


Figure 7. (below, rigw®) Lateral chest roentgenogram showing com- 
pression deformities of thoracic vertebrae due to osteoporosis. 


tremities. A difficulty that confronts us is the differen- 
tiation of normal calvarium, containing venous lakes 
and Pacchionian bodies, from early destructive bone 
changes that are confined to the skull. Here again, 
serial studies are of value. 

Osteoporosis, hyperparathyroidism and metastatic 
bone disease are the most common problems in the 
differential diagnosis. The relative frequency of senile 
osteoporosis associated with compression deformities 
and bone pain makes this an ever-present diagnostic 
possibility (Figure 7). 

Lytic lesions. due to m@astases from malignant 
tumors of prostate, kidney, breast, ovary or thyroid 
often mimic multiple myeloma. Because of the diffi- 
culty that this situation creates in diagnosis, it is im- 
perative that the pathologic myeloma cell be demon- 
strated by sternal aspiration. 
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The Pheumonias of Childhood 


The childhood pneumonias are a heterogeneous group 
of diseases. Although generally due to one of many organisms, 

they may be noninfectious. The symptoms and signs 

may be somewhat different from those seen in adults. 

This ts partially explained by the variety of anatomic 

and pathologic patterns encountered. Painstaking bedside examina- 
tion and careful individual evaluation of progress are the basis 
of effective management. Attention to general therapeutic measures— 
bed rest, diet, hydration and oxygen—is essential. 

‘Prompt response to antibiotic therapy cannot always be expected. 


IRA M. ROSENTHAL, M.D. 
Department of Pediatrics, University of Illinois College of Medicine 


Chicago, Illinois 


THE HETEROGENICITY of the pneumonias of childhood is 
one of the factors that makes them a continuous chal- 
lenge to the practitioner. Pneumonia in childhood may 
becaused by one or more ofa large number of infectious 
agents, or it may be noninfectious in origin. The patho- 
logic changes found in the respiratory tract vary con- 
siderably according to the etiology of the pneumonia 


and to a lesser extent according to the age of the child. | 


The symptoms vary with the age of the child, the cause 
ofthe pneumonic process and the extent of pulmonary 
involvement. The prognosis, while in general good, is 
still unfavorable in some instances. The widespread use 
dfantibiotics has greatly reduced mortality, but there 
femains a considerable group of pneumonias in child- 
hood that are resistant to specific therapy. 

Most of the recent progress in our understanding of 
the pneumonias of childhood has been the result of 
itvestigation utilizing elaborate bacteriologic, viral, 
pathologic, pharmacologic, epidemiologic and radio- 
graphic techniques. All this progress, however, has 
served to increase the importance of bedside methods 
ofestablishing the diagnosis and following the response 
to therapy. The physician at the bedside, in dealing 
with pneumonia in children, is in a position to utilize 
the fund of information gathered from the extensive 
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basic studies. He is also in a position, in most instances, 
to utilize laboratory aids and roentgenographic exam- 
ination to substantiate his bedside findings, never 
allowing these studies to supplant his clinical observa- 
tions. 


Symptoms and Physical Signs 


The symptoms characteristic of pneumonia in adults 
are also found in children. These include fever, cough, 
chest pain, anorexia, malaise and rapid respiration. 
As in adults, there is great variation in symptomatology 
depending on the type and extent of the pneumonia. In 
general, the symptoms found in older children resemble 
those of adults more than the symptoms found in 
younger children and infants. 

The younger child seldom has a productive cough, 
despite widespread pneumonia. The respiratory rate of 
the infant and younger child, which is normally more 
rapid than that of the adult, tends to show a greater 
increase over normal in the presence of pneumonia. In 
infants, intercostal, subcostal and suprasternal retrac- 
tions are common. Flaring of the alae nasae is also more 
common in infants and young children than in adults. 
Severe pneumonia in children is also more likely to 
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Figure 1. Lobar pneumonia, right upper lobe, in an infant. Lobar 
pneumonias are unusual in infants. Lobular pneumonias and 
bronchopneumonias are more common in this age group, even if the 


infection is caused by pneumococcus. 


Figure 2. Lobar pneumonia, right upper lobe, in an older child. 
This is an early stage with incomplete extension to the apex and 
medial portion of the lobe. This type of consolidation is characteristic 
of pneumococcal infection in older children, but is occasionally seen 


in other bacterial pneumonias. 


produce early cyanosis. Gastrointestinal symptoms, 
such as vomiting, are more likely to be found in the 
infant and young child, particularly at the time of onset 
of the disease. Febrile convulsions may be one of the 
first manifestations of pneumonia in the younger child. 
On the other hand, fever may be absent in the newborn 
and premature infant in the face of a severe pneumonic 
process. 
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The physical signs commonly found in childre:: also 
differ somewhat from those found in adults. In the 
younger child, areas of dullness are less likely to be 
found, and these areas when present are more diflicult 
to discern. On the other hand, areas of increased 
tympany are more likely to be found in children than in 
adults, probably because of the greater frequency of 
obstructive emphysema. It must be remembered that 
light percussion of the infant and younger child is of 
greater value than heavy percussion. Fine and medium 
rales, when found, suggest the presence of a pneumonic 
process. However, coarse rales and rhonchi in infants 
and young children, when found alone, do not indicate 
the presence of pneumonia because they are more often 
transmitted from the upper respiratory tract. Areas of 
decreased breath sounds are compatible with the pres- 
ence of pneumonia in children and are often found in 
the absence of rales. As a general rule, the younger the 
child, the less definitive the physical signs tend to be 
and the more the physician must rely on the general 
appearance of his patient. 


Pathologic and Etiologic Classification 


The nature of the pathologic changes found in the 
pneumonias of childhood explains to some extent why 
the physical findings differ somewhat from those in 
adults. The pneumonias of childhood may be divided 
into alveolar pneumonias and interstitial pneumonias. 
In the alveolar pneumonias, the exudate is predomi- 
nantly in the alveoli, and there is little or no inflam- 
matory involvement of bronchiolar walls and inter- 
stitial tissue. Alveolar pneumonias may be localized 
and massive as in lobar pneumonia (Figures 1] and 2) or 
scattered and focal as in lobular pneumonia (Figure 3). 
In contrast to adults and older children, alveolar pneu- 

, monias in children under two years of age tend to be 
lobular in distribution. Lobar pneumonias are more 
likely to present physical signs that are easy to ascertain. 

In interstitial pneumonias, the predominant lesions 
involve the smaller bronchioles and the interstitial 
pulmonary tissue. The alveoli in adjacent peribronchi- 
olar and peribronchial areas are also involved in the 
inflammatory process. The inflammation of bronchial 
and bronchiolar walls may result in obstructive atelec- 
tasis, emphysema or both. There may be rapid changes 
in aeration depending on the degree of obstruction in 
various parts of the lung. This is particularly true of 
small infants because of the small caliber of the terminal 
bronchi and the bronchioles. Mixed pneumonias, in 
which the patterns of the interstitial and alveolar 
pneumonias coexist, are occasionally encountered. 

There is some correlation between the etiology of 
the pneumonias of childhood and the anatomic and 
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pathologic patterns encountered. Pneumococcal pneu- 
monias, for example, are almost always alveolar in type. 
In contrast, “viral” pneumonias are interstitial. How- 


ever, neither the physical signs nor the roentgeno- 


graphic picture can be relied upon to determine the 
etiology. Since rational therapy depends to a large ex- 
tent upon learning the etiology of the pneumonia, 
other methods must be employed to identify the 
causative agent. 

When classified according to etiology, most of the 
pneumonias of childhood are infectious in origin 
(Table 1). The infecting agents are usually bacteria or 
viruses. Pneumonia can also be caused by rickettsiae 
and by fungi such as Histoplasma capsulatum, Coccid- 
joides immitis, and Candida albicans. 

Noninfectious pneumonias constitute a small but 
important segment of the pneumonias of childhood. 
They may be due to aspiration of chemical agents 
such as kerosene or zinc stearate, of amniotic fluid or 
of foreign bodies. There is also a miscellaneous group 
of pneumonias that is difficult to classify etiologically 
at present. This group includes rheumatic pneumonia, 
plasma cell pneumonia and eosinophilic pneumonia. 


General Therapeutic Measures 


The value of antibiotics in the treatment of pneu- 
monia in childhood should not be allowed to over- 
shadow the great importance of more general measures 
in the care of these patients. These measures apply as 
well to bacterial pneumonias and to nonbacterial pneu- 
monias. Indeed, in most of the nonbacterial pneu- 
monias, the only therapy of proved value consists of 
general nonspecific measures. 


Bep Rest AND Diet 


The child with pneumonia should be at bed rest. 
The diet should be light. In the older child in the 
acute stage, it should consist largely of fluids with 
gradual increments as the child recovers. In no case 
should forced feedings be used. In the infant, solid 
feedings should be discontinued during the acute 
phase of the disease, and the formula should be dilu- 
ted. Meticulous technique in feeding should be used 
to avoid aspiration. 


HyDRATION 


It is ordinarily possible to maintain hydration 
through the use of oral feedings. If there is associated 
Vomiting, diarrhea or inability to take adequate fluids 
orally, parenteral fluids should be used, preferably ad- 
ministered slowly intravenously. The quantity and 
nature of these fluids should be carefully computed, 
since overhydration is a serious complication. Ab- 
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Figure 3. Bronchopneumonia. Mottled increased density is present 
along the left cardiac contour in the middle of the left lung field. 
There is also bilateral accentuation of lung markings. Roentgeno- 
gram is that of a 2-year-old child with one-day history of fever, 
cough and dyspnea; respiratory rate 100 per minute; flaring of 
alae nasae; intercostal retractions; no rales; no dullness; WBC 
8,450; negative throat culture. Good response to penicillin, oxygen 
and high humidity occurred within 24 hours. 


CLASSIFICATION OF PNEUMONIAS 


Pneumococcus 
Beta-hemolytic streptococcus 
Staphylococcus 

H. influenzae 

Friedlander’s bacillus 
Tubercle bacillus 


Rickettsial 
Q fever 
Fungal 
Histoplasma capsulatum 
Coccidioides immitis 
Candida albicans 
Viral 
APC 
Influenza 
Psittacosis 
Measles 
Interstitial pneumonitis of infancy 
NoNINFECTIOUS PNEUMONIA 
Rheumatic 
Loeffler’s 
Aspiration 


Bacterial 
. 
4 
i 
Table 1. ' 
79 


dominal distention is occasionally a severe problem in 
the child with pneumonia. Oral feedings in such cases 
should be discontinued, and reliance placed on par- 
enteral fluids. The use of rectal and gastric tubes may 
be considered. 


OXYGEN 


The use of oxygen in pneumonia has become so 
widespread that it is hardly necessary to call attention 
to its value. Respiratory difficulty of any severity in a 
patient with pneumonia should call for the use of 
oxygen. It is not good practice to wait until the child 
is cyanotic. The best method of administering oxygen 
to a child with pneumonia is by the use of an oxygen 
tent. Careful attention should be given to adequate 
humidification. 


ANTITUSSIVES AND ExPECTORANTS 


In most instances no specific therapy for cough is 
indicated in the patient with pneumonia. If the cough 
is nonproductive and is tiring the patient, the use of 
codeine or similar agents for temporary suppression 
should be considered. Expectorants are of little value. 


BLoop 


If severe anemia is present, as in infants with iron 
deficiency anemia or older children with sickle cell 
disease, blood transfusions should be given. There is 
no need for transfusion in the absence of anemia. 


Pneumococcus Pneumonia 


As in adults, the pneumococcus is responsible for 
many of the bacterial pneumonias of childhood. 
Judging from hospital admissions, the incidence of 
pneumococcal pneumonia in children, as in adults, 
has dropped during the past few years. This decline 
may be more apparent than real because so many cases 
are now treated successfully at home. As we have 
noted, in younger children a lobular distribution is 
more common than a lobar involvement. It may be 
difficult roentgenologically to distinguish between a 
lobular pneumonia caused by pneumococcus and a 
diffuse interstitial pneumonia caused by other agents. 

Pneumococcal pneumonia, if untreated, carries a 
significant mortality during the first year of life. With 
effective therapy, the mortality should be minimal. 
Complications such as empyema, which at one time 
was found in about 7 per cent of cases, are seldom seen 
today. Recovery in almost every instance is complete 
with no residua. 

In older children it is possible to recover the or- 
ganism from sputum by culture or mouse inoculation. 
Younger children and infants do not have sputum 
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Causative Bacteriologic 
Organism Tests 
Patumococeus All sensitive to penicillin. 
Many types. & 
Beta-hemolytic All sensitive to penicillin. 
Stfeptococeus 
_ Group A Many types. 
dicated 
_ Staphylococcus Some strains resistant to penicillin, roth 
(Micrococcus tetracyclines and other antibiotics, 
> chloram 
Hemophilus Sensitive to chloramphenicol and 
influenzae tetracyclines. 
Several types. 
Type b most pathogenic. 
Mycobacterium Special media nece. sary for isolation stom) 
tuberculosis 


Table 2. 


available for culture, and it is necessary to rely on 
cultures of the nasopharynx or on blood cultures. 
Since pneumococci may be found incidentally in the 
nasopharynx, the results of the nasopharyngeal cul- 
tures must be interpreted in accordance with the pa- 
tient’s clinical picture and his response to therapy. 
Typing of pneumococci is seldom done routinely and 
is unfortunately considered by many to be of academic 
interest only. It should be noted, however, that a posi- 
tive “quellung” reaction is the most certain method of 
identifying the organisms in the laboratory. Direct 
typing from sputum, or typing from the peritoneal 
fluid of a mouse injected either with sputum or with a 
six-hour nasopharyngeal culture in broth, can confirm 
the diagnosis of pneumococcal pneumonia in one to 
ten hours, whereas diagnosis by culture alone may 
take one or two days. In the absence of typing, organ- 
isms must be shown to be bile soluble, and should be 
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Antibiotic and Chemotherapy Recommended 


Tests Initial Dosage for Average Case 
‘ot indicated Aqueous procaine penicillin 
300,000 units I.M. g.d. 
or 
Tetracycline 
30 mg./kg:/day q. 6 h. orally 
jot indicated Aqueons procaine penicillin 
300,000 units I.M. q.d. 
or 
Erythromycin 
40 mg. /kg./day q. 6 h. orally 
dicated for Erythromycin 
penicillin 40 mg./kg./day q. 6 h. orally 
ietracycline and 
erythromycin Chloramphenicol 
chloramphenicol 40 mg. /kg./day q. 6 h. orally 
Not indicated Tetracycline 
30 mg./kg./day q, 6 h. orally 
or 
Chloramphenicol 
40 mg. /kg./day q. 6 h. orally 
fadicated tor Isoniazid 
sireptomy cin 10 mg./kg./day 8 h, orally 
Streptomycin 


40 mg. /kg. I.M. q.d. 


shown to be pathogenic for mice. Bacterial and colon- 
ial morphology alone cannot be relied upon to distin- 
guish between pneumococci and alpha-hemolytic 
streptococci in smears or cultures of sputum, blood or 
the nasopharynx. 

Pneumococcal pneumonia in children as in adults 
responds well to adequate doses of penicillin or of 
tetracycline (Table 2). Several other antibiotic and 
chemotherapeutic agents may be used, but penicillin 
and tetracycline are most effective. If the illness is 
severe, and pneumococcus infection is suspected or 
diagnosed, penicillin should be administered paren- 
terally. Aqueous procaine penicillin is preferable. 


Hemophilus Influenzae Pneumonia 


Hemophilus influenzae, a gram-negative bacillus, 
occasionally causes interstitial pneumonia in infants 
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Comblicati 
Empyema Good 
Rheumatic fever Good 
Lung abscess Fair af 
Empyema 3 Depends in part 

on strain of 
Pyopneumothorax organism 
Meningitis Good 
Miliary tuberculosis Good 
Tuberculous meningitis 


and children. This pneumonia is usually caused by H. 
influenzae type b. It has recently been demonstrated 
that this organism may also cause a lobar or segmental 
consolidation with associated pleural effusion. In the 
pneumonias that are caused by H. influenzae, there is 
often an associated bacteremia, and the etiologic diag- 
nosis may therefore at times be established by blood 
culture. 

H. influenzae pneumonias should be treated by full 
doses of chloramphenicol or of tetracycline (Table 2). 
A good response to this therapy should be anticipated, 
since practically all strains of the organism are sensi- 
tive to these antibiotics. Some cases of H. influenzae 
pneumonia respond to penicillin, since some strains 
of this organism are sensitive to large doses of this 
antibiotic, but treatment with penicillin is not recom- 
mended in general for the treatment of cases of pneu- 
monia resulting from H. influenzae. 
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Figure 4. Staphylococcus pneumonia. Increased density is present in 
right cardiophrenic region diagnostic of bronchopneumonia. Begin- 
ning right pleural reaction is also present. Lateral film showed 
superimposition of the consolidated area on the heart in the distribu- 
tion of the right middle lobe. Roentgenogram is that of a 5-month-old 
child with a 12-hour history of fever, cough and dyspnea. Tempera- 
ture 104°F, dullness over right hemithorax, WBC 48,000—pre- 
dominantly polymorphonuclears. No improvement resulted from 
penicillin and streptomycin therapy. Right pyopneumothorax devel- 
oted within 48 hours. Staphylococcus aureus was isolated from 
empyema fluid. This was successfully treated by closed drainage of 
the right pleural cavity and combination of chloramphenicol and 
erythromycin. 


Streptococcus Pneumonia 


Streptococcal pneumonias are usually caused by 
Group A beta-hemolytic streptococci. Streptococcal 
pneumonia is usually a complication of some other 
primary infectious respiratory disease. A sudden de- 
terioration of the condition of a patient with measles 
or with a bronchial infection may suggest the onset of 
streptococcal pneumonia. There is usually consider- 
able toxicity associated with it. The pneumonia is 
interstitial in type. 

A prompt response is obtained in almost every in- 
stance by the administration of penicillin (Table 2). 
Therapy in this disease should be continued for at 
least ten days in order to eradicate the streptococci 
and avoid the subsequent development of rheumatic 
fever. 

Erythromycin may be used if there is some contra- 
indication to the use of penicillin. Culture of other 
members of the immediate family of the patient is in- 
dicated in some instances to avoid the development of 
reinfection with the streptococci from a healthy carrier 
in the family. 
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Staphylococcus Pneumonia 


Despite advances in antibiotic therapy, pneumonias 
caused by Staphylococcus aureus (Micrococcus pyo- 
genes) still pose difficult problems. We have had the 
impression that there has recently been an absolute 
increase in the incidence of staphylococcal pneumonia 
in children. These pneumonias may on occasion be 
primary, but more often they are complications of 
other primary respiratory infections. Staphylococcal 
pneumonias are occasionally metastatic from other 
foci of staphylococcal infection. Epidemics of staphy- 
lococcal pneumonia have been described in newborn 
and young infants, 

The disease is usually sudden in onset. There is 
usually a high fever except in the newborn or prema- 
ture infant. Tachycardia, rapid respiration, pallor and 
often cyanosis are found. There is considerable toxi- 
city. A typical roentgenogram is shown in Figure 4. 
In staphylococcal pneumonia there is a great tendency 
toward tissue destruction and abscess formation. 

Staphylococcal pneumonia appears to have replaced 
pneumococcal pneumonia in childhood as the princi- 
pal cause of empyema. In many instances pyopneu- 
mothorax is found resulting from rupture of an abscess 
and development of a bronchopleural fistula. Without 
effective antibiotic treatment the mortality rate of 
staphylococcal pneumonia is high. 

A difficulty in the diagnosis of staphylococcal pneu- 
monia arises from the ubiquity of the organism, making 
it difficult to ascertain from culture whether staphylo- 
cocci in the upper respiratory tract are etiologically 
related to pneumonia or are only incidental flora. 
Almost all of the strains of Staphylococcus causing 
pneumonia are coagulase positive and hemolytic, but 
the ability of the organism to produce coagulase or to 
lyse erythrocytes does not necessarily indicate a high 
degree of virulence for man. Moreover, virulent strains 
of Staphylococcus may be found in the upper respira- 
tory tract of individuals who have no evidence of 
staphylococcal infection. Thus, recovery of coagulase- 
positive staphylococci from nasopharyngeal culture of 
a patient with pneumonia does not necessarily mean 
that the organisms are etiologically related to the 
pneumonia. Recovery of staphylococci from sputum, 
particularly in almost pure culture, is highly sug- 
gestive of staphylococcal infection, and recovery of the 
organisms from purulent pleural fluid is diagnostic. 

A major difficulty in the treatment of staphylococcal 
pneumonia is the propensity of this organism to be- 
come resistant to antibiotics. Infections may be caused 
by a strain of Staphylococcus already resistant to one 
or more antibiotics, or resistance to an antibiotic may 
develop during the course of therapy. With the intro- 
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duction of each antibiotic to which staphylococci 
originally were sensitive, strains resistant to the anti- 
biotic have developed. Resistant strains of Staphylo- 
coccus are recovered frequently in infections acquired 
in hospitals and presumably are contracted from 
healthy carriers among hospital personnel. 

At present, a large percentage of the staphylococcal 
pneumonias of childhood are caused by organisms re- 
sistant to penicillin. Many of these strains are also 
resistant to tetracycline, chlortetracycline, oxytetra- 
cyeline, chloramphenicol, and erythromycin. Recent 
studies indicate that novobiocin can be useful in con- 
trolling infections caused by staphylococci resistant to 
other antibiotics. However, preliminary investigation 
suggests that infection with staphylococci resistant to 
novobiocin will also be encountered. 

In staphylococcal pneumonia, in vitro studies of the 
infecting organism should be done in order to deter- 
mine antibiotic sensitivity to penicillin, the tetracy- 
dines, chloramphenicol, erythromycin, novobiocin | 
and bacitracin. Treatment should be instituted im- 
mediately, however, while bacteriologic studies are in 
progress, because of the fulminating course of these 
infections. At present, most staphylococcal pneumonia 
can be controlled by the combination of chloram- 
phenicol and erythromycin in full doses (Table 2). 
This combination of antibiotics is recommended, since 
a greater percentage of the pathogenic strains of 
Staphylococcus present in the population are more 
sensitive to erythromycin, chloramphenicol, or both, 
than to other more generally used antibiotics. More- 
over, the development of resistance to chloramphenicol 
istelatively slow, and the presence of chloramphenicol 
also slows the rate of development of resistance to 
erythromycin which may otherwise be rapid. Should 
no clinical response to this combination of antibiotics 
be obtained, subsequent selection of the most eftica- 
cious antibiotics depends on the results of in vitro 
studies of the specific strain of Staphylococcus in- 
volved. However, clinical response of the patient 
does not always correlate closely with the in vitro anti- 
biotic sensitivity of the organisms. 

Clinical evaluation of the course of the infection is 
basic to the management of these pneumonias. If 
empyema or pyopneumothorax occurs, drainage is 
indicated. Consultation with a thoracic surgeon should 
be obtained if possible. At times the need for surgical 
intervention may be urgent, particularly in cases of 
Pyopneumothorax. Staphylococcal pneumonia in 
childhood presents difficult diagnostic and therapeutic 
problems, but the percentage of recovery can be in- 
creascd by treatment based on careful clinical obser- 
vation combined with appropriate bacteriologic and 

toentzenographic studies. 
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Figure 5. Pneumonia in cystic fibrosis of the pancreas. Numerous 
patches of increased density are present in both lung fields with 
marked increase in bronchovascular markings and enlargement of 
peribronchial lymph nodes. There was little tendency to change on 
repeated examination. Case is one of cystic fibrosis of the pancreas 
in 4-year-old girl with recurrent staphylococcal infections with 
organism resistant to antibiotics. Small amounts of trypsin were 
present in duodenal fluid, but sweat test showed increased levels of 
sodium and chloride characteristic of cystic fibrosis (mucoviscidosis). 
There was a poor restonse to antibiotic therapy. 


Epidemics of staphylococcal infection among child- 
ren, particularly newborn infants, are occasionally 
encountered. Some of the children affected develop 
staphylococcal pneumonia. Until recently it was diffi- 
cult to study these infections epidemiologically be- 
cause of the problems encountered in distinguishing 
strains of Staphylococcus from one another. At pres- 
ent, many strains of Staphylococcus can be identified 
by determination of susceptibility to various Staphy- 
lococcus bacteriophages. By means of bacteriophage 
typing, epidemics of staphylococcal infection have 
been traced to healthy carriers of virulent strains or to 
other sources. 


Friedlander’s Pneumonia 


Pneumonia caused by Friedlander’s bacillus (Kleb- 
siella pneumoniae) is occasionally seen in childhood. 
It is usually lobar and carries a high mortality if not 
effectively treated. Isolation of this organism from 
sputum of an older child or from the nasopharynx of a 
younger child with severe lobar pneumonia unrespon- 
sive to penicillin indicates the presence of Friedlander’s 
pneumonia. Good response to chloramphenicol or 
tetracycline may usually be anticipated. (Table 2). 
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Tuberculous Pneumonia 


In the differential diagnosis of pneumonia in child- 
hood, it must be remembered that the tubercle bacillus 
may be the etiologic agent. Failure of response to anti- 
biotic agents, characteristic roentgenograms, a history 
of contact and a positive tuberculin test will suggest 
this diagnosis. Culture and smear of sputum and cul- 
ture of material obtained from gastric aspiration are 
helpful in confirming the diagnosis. Tuberculous 
pneumonia should be treated with a prolonged course 
of streptomycin and isoniazid (Table 2). No response is 
to be expected from the antibiotic agents usually em- 
ployed in the treatment of other pneumonias. 


Virus Pneumonia 


While the incidence and course of the bacterial 
pneumonias of childhood have been greatly influenced 
by the antibiotics, there appears to have been little or 
no effect upon the viral pneumonias. Recent studies 
indicate that a large percentage of the pneumonias in 
childhood are probably viral. All of the viruses causing 
pneumonia in childhood have not been identified, nor 
has the frequency of infection caused by each of the 
known viruses been established. It has long been 
known that influenza virus and psittacosis virus occa- 
sionally cause pneumonia. 

Several of the types of APC viruses, recently isola- 
ted and identified, are responsible for many cases of 
viral pneumonia. These APC viruses ordinarily cause 
mild upper respiratory disease. In an epidemic of 
respiratory disease caused by one of this group of 
viruses, a small percentage of the children infected can 
be expected to develop pneumonia. Another virus 
known as PAP virus has also been etiologically related 
to some cases of pneumonia. This virus does not 
cross-react serologically with the APC group. 

In the viral pneumonias, the clinical course tends to 
be more prolonged than in effectively treated bacterial 
pneumonia. The onset of viral pneumonia is more 
gradual than the onset of most bacterial pneumonia. 
There is fever, cough and malaise, but little dyspnea. 
There is little or no sputum even in the older child. 
Scattered rales and areas of dullness may be found, 
but positive physical findings are difficult to elicit. 

Viral pneumonias are interstitial. The chest roent- 
genogram usually shows diffuse nodular areas of infil- 
tration extending from the hilar areas. There is often 
infiltration of more than one lobe. Generalized emphy- 
sema is occasionally found. 

Laboratory findings are not diagnostic. A rising 
titer of cold agglutinins is found in some cases, and 
agglutinins against Streptococcus MG appear in some 
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cases. Cases that appear to be etiologically elated 
usually have similar titers of cold hemagglutinins and 
Streptococcus MG agglutinins. Failure of cold agglu- 
tinins or of agglutinins against Streptococcus MG to 
appear does not exclude the diagnosis of viral pneu- 
monia. 

With the exception of psittacosis, the viral pneu- 


mended 
terstitial 
mortalit' 
residua. 


Other Ir 


monias do not appear to respond to antibiotics. Ad- J There 
ministration of antibiotics is indicated if bacterial J shat are 
pneumonia cannot be ruled out or if secondary bacter- f dude p 
ial infection, an uncommon complication, is suspected. ff jo antil 
The general care of the patient, however, is of utmost gest the 
importance in the management of these cases. Lo- Jf in te: 
calized outbreaks of viral pneumonia often occur. In §j from sp 
these instances, the course of an individual infection inycoci 
can often be predicted from knowledge of the pattern Jf must be 
of other local cases. With adequate care, complete re- present 
covery can be expected in almost all cases of viral §f tory trz 
pneumonia in childhood. Pnet 
the ric 
Acute Interstitial Pneumonitis of Infancy mon p 
Acute interstitial pneumonitis of infancy is probably 
also viral in most instances. It has been noted that this §} Nonin' 
disease is often prevalent in a community when there is 
a high incidence of viral pneumonia in older children §} ASPIRA 
and adults. The disease involves both the pulmonary Am 
interstitial tissue and the bronchiolar mucosa. Ob- larges' 
struction of bronchioles resulting from the inflamma- § tion o' 
tory reaction may cause emphysema and, to a lesser § fore th 
extent, atelectasis. powde 
Acute interstitial pneumonitis of infancy is usually Jf erose 
sudden in onset. The affected infants have rapid shal- J) severe 
low respiration, and expiratory grunt is often present. J eros 
There are suprasternal, intercostal and subcostal re- {eros 
tractions, but the cry remains audible with no hoarse- 9] {eros 
ness. Pallor or cyanosis may be present. Hyperreson- § tract | 
ance may be found, breath sounds are usually de- As 
creased, and rales may be found on occasion. The chest J mine 
roentgenogram characteristically shows generalized J} pneu 
emphysema with depression of the diaphragm. peate 
An infant with acute interstitial pneumonitis is J moni 
seriously ill and should be hospitalized if possible. He J duri: 
should be placed in an oxygen tent with increased J} in pr 
humidification. It is usually preferable to discontinue J byas 
solid feedings while the respiratory rate is rapid. Hy- fully 
dration, however, must be maintained. Broad-spec- The: 
trum antibiotics such as the tetracyclines should be but 
administered since there is occasionally a good re- treat 
sponse to these drugs. When a good response is ob- port 
tained, it is presumed that bacterial infection has been 
present. Usually the response to antibiotics is disap- Eost 
pointing. The use of cortisone as an anti-inflammatory Pi 
agent has been suggested, but it cannot be recom- mar! 
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mended on the basis of present evidence. Acute in- Raa ee. 


erstitial pneumonitis of infancy still has a significant 
mortality. However, if the infant recovers, there are no 


residua. 


Other Infectious Pneumonias 


There are some infectious pneumonias in childhood 
that are neither bacterial nor viral in origin. These in- 
dude pneumonias caused by fungi. Failure of response 
to antibiotics and atypical roentgenograms may sug- 
gest the diagnosis. The histoplasmin and coccidioidin 
skin tests may be helpful. Recovery of the organism 
from sputum in cases of histoplasmosis or coccidioido- 
mycocis is diagnostic, but recovery of Candida albicans 
must be carefully evaluated since this organism is often 
present among the incidental flora of the upper respira- 
tory tract. 

Pneumonia may also occur in the course of some of 
the rickettsial diseases. A discussion of these uncom- 
mon pneumonias is beyond the scope of this paper. 


Noninfectious Pneumonia 


AsPIRATION PNEUMONIA 


Among the pneumonias that are not infectious, the 
largest group are the pneumonias caused by aspira- 
tion of a foreign substance. It has been noted hereto- 
fore that aspiration of zinc stearate, present in talcum 
powder, may cause severe pneumonia. Ingestion of 
kerosene is commonly followed by the development of 
severe acute pneumonia. The probable pathogenesis of 
kerosene pneumonia is aspiration of a portion of the 
kerosene, but it has also been postulated that the 
kerosene reaches the lung from the gastrointestinal 
tract by way of the blood stream. 

Aspiration of oily substances, such as cod liver oil, 
mineral oil or oily nose drops, may result in lipoid 
pneumonia. Usually this condition ensues from re- 
peated aspiration of small amounts of oil. Lipoid pneu- 
monias are usually bilateral and chronic. Aspiration 
during feeding or secondary to vomiting may result 
in pneumonia. In the diagnosis of pneumonia caused 
by aspiration of foreign substances, the history, if care- 
fully taken, will usually reveal the causative agent. 
There is no specific treatment for these pneumonias, 
but nonspecific measures, usually employed in the 
treatment of pneumonias of childhood, are of im- 
portance. 


PNEUMONIA 


Pneumonias characterized by the presence of 
marked eosinophilia are occasionally encountered in 
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Table 3. 


CONDITIONS PREDISPOSING 
TO RECURRENT PNEUMONIA IN CHILDHOOD 


Prmarity RespraTory 
Congenital laryngeal obstruction 
Vascular rings causing tracheal and esophageal obstruction 
Congenital anomalies of the bronchi and lungs 
Trachecesophageal fistula 
Bronchiectasis 
Foreign body aspiration 
Severe respiratory allergy 


SysTEemic 
Seyere malnutrition 
Congenital neurologic disease 
Congenital heart disease 
Fibrocystic disease of the pancreas 
Familial dysautonomia (Riley-Day syndrome) 
Agammaglobulinemia 
Nephrotic syndrome 


childhood. Although there are probably a number of 
different causes for these pneumonias, they are fre- 
quently grouped together under the designation 
**Loeffler’s pneumonia.” Some of these pneumonias 
are associated with the presence of parasites, and it 
has been postulated that there is a relationship be- 
tween migration of parasites through the lungs and 
eosinophilic pneumonia. Eosinophilic pneumonias 
may last from several days to a month or more. The 
prognosis is good. There is no effective specific ther- 


apy. 
RHEUMATIC PNEUMONIA 


Noninfectious pneumonia occasionally complicates 
the course of rheumatic fever. In this type of pneu- 
monia the lung itself is believed to be directly affected 
by the rheumatic process. Rheumatic pneumonias are 
quite severe and carry a considerable mortality. In a 
recent study by Brown, the response to cortisone, 
corticotrophin or the antibiotics was disappointing. 


Predisposing Factors 


The importance of determining the immediate 
etiology of pneumonia in childhood is apparent. The 
physician, however, should also be alert to the possi- 
bility of an underlying pathologic process that renders 
the child unusually susceptible to pneumonia. The 
predisposing disease may be apparent. On the other 
hand, if a child has recurrent pneumonia without an 
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obvious predisposing disease, the search for such dis- 
ease should be deliberate and intensive. In most in- 
stances no such predisposing condition will be found. 
Occasionally, however, underlying rare disease pro- 
cesses are discovered, some of which are amenable to 
therapy (Table 3). 

The predisposition of the emaciated infant to de- 
velop pneumonia is well known. It is less commonly 
recognized that infants with congenital neurologic 
disease also have increased susceptibility to pneu- 
monia. Such infants are less active, often handle their 
secretions poorly and tend to aspirate. If an infant who 
has recently recovered from pneumonia is found later 
to be retarded, it is more likely that the retardation 
was present before the pneumonia developed, than 
that the retardation is a consequence of the pneu- 
monia. 

The development of severe pneumonia in infancy is 
often the first sign of congenital heart disease. It is 
occasionally necessary to initiate the digitalization of a 
child with congenital heart disease who was well com- 
pensated before he developed pneumonia. Following 
recovery from the infection, definitive cardiac diag- 
nostic studies should be undertaken in these cases. 
Vascular rings, rather uncommon anomalies, also pre- 
dispose to the development of recurrent pneumonia. 
Signs of tracheal or esophageal obstruction should 
suggest this possibility. 

Congenital anomalies of the bronchi are another 
cause of recurrent pneumonia and may be diagnosed 
by bronchoscopy or bronchography. Congenital laryn- 
geal obstruction may also predispose an infant to 
pneumonia. It is necessary to perform laryngoscopy in 
order to ascertain the nature of the laryngeal obstruc- 
tion. 

Pneumonia develops rapidly in the newborn infant 
who has tracheoesophageal fistula with associated 
esophageal atresia. While this is a rare anomaly, it is 
amenable to surgical correction, and for ‘that reason it 
is important that every physician concerned with the 
care of the newborn be familiar with the entity. The 
diagnosis should be apparent in the first hours of life. 
The presence of pneumonia in these patients is not a 
contraindication to surgery, since the pneumonia is 
progressive unless the fistula is closed. 

Tracheoesophageal fistulas also occur without asso- 
ciated esophageal atresia. These fistulas are also quite 
rare. It is often very difficult to demonstrate this con- 
dition by radiographic techniques. This type of trache- 
oesophageal fistula is also amenable to surgical correc- 
tion. 

Another condition predisposing children to recur- 
rent pneumonia is fibrocystic disease of the pancreas 
(Figure 5). This predisposition is probably secondary 
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to the viscid secretions in the bronchial tree. Prophy- 
lactic antibiotic treatment can do much to reduce the 
incidence of pneumonia in these patients, but unfor. 
tunately infection with organisms resistant to antibj- 
otics, particularly strains of Staphylococcus, frequently 
occur. These patients are usually underweight despite 
adequate caloric intake. Their stools are characteris. 
tically large, foul smelling, pale and greasy. ‘he di- 
agnosis may be established by analysis of duodenal 
fluid for pancreatic enzymes and by the determination 
of abnormal concentrations of sodium and chloride in 
sweat. The chest roentgenogram in this disease is often 
typical and may suggest the diagnosis. Generalized 
obstructive emphysema is found associated with exten- 
sive bilateral bronchopneumonia. The disease is rela- 
tively uncommon. It may be found in siblings, as it is 
inherited as a simple recessive characteristic. 

Children with familial dysautonomia, the Riley-Day 
syndrome, also have recurrent episodes of pneumonia. 
The diagnosis of this extremely rare disease is sugges- 
ted by the clinical syndrome of congenital indifference 
to pain, hypertension, drooling of saliva, defective 
lacrimation, vasomotor instability and emotional labil- 
ity. The cause is unknown. The pneumonias associated 
with this disease vary considerably. Emphysema is 
often found. There is no effective therapy for the 
Riley-Day syndrome. 

Recurrent bacterial pneumonia is found in children 
with congenital agammaglobulinemia. A history of 
other recurrent pyogenic infections is usually ob- 
tained. The disease is found in male children, the 
responsible gene being sex-linked recessive. The 
diagnosis can be established by demonstrating the ab- 
sence of gamma globulin in the serum by paper 
electrophoresis. Patients with congenital agammaglo- 
bulinemia lack isohemagglutinins. Caution must be used 
in making this diagnosis during the age period from 2 
to 6 months, a period during which the gamma globu- 
lin levels are normally low. Acquired agammaglobu- 
linemia, which is rare in childhood, affects both sexes 
and also predisposes to pyogenic infections. The bac- 
terial pneumonias that occur in patients with agamma- 
globulinemia should be treated with appropriate anti- 
biotics. Monthly injections of gamma globulin reduce 
the propensity of these patients to contract pyogenic 
infection. 

It is well known that aspiration of a foreign body 
may result in severe pneumonia. The diagnosis may be 
suggested by the history or by the presence of localized 
atelectasis or emphysema. It must be remembered that 
most of these foreign bodies are not radio-opaque. The 
foreign body should be removed by bronchoscopy, if 
possible. 


It has been recently demonstrated that many of the 
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cases of sudden death in infants, previouly attributed 
to suffocation, are actually due to pneumonia. At pres- 
ent, no method is known for prevention of this type of 


most effective. In planning therapy, careful attention 
to general nonspecific measures is essential. Prompt 
response to antibiotic therapy cannot be expected in 


a- I sudden death. many cases of pneumonia in childhood for a variety of 

ly reasons, and severe secondary complications may still 

te be anticipated in some instances. While chest roent- 

9 gtreeemeweend genograms and laboratory examinations can be of great 

li | Despite the recent remarkable advances in the treat- _ value, painstaking bedside examination and evaluation 

al | ment of most of the bacterial pneumonias, there is as _ throughout the course of the illness remain the basis of 

” f yet no place for complacency in the management of _ the most effective management of the child with pneu- 
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great heterogenicity of the childhood pneumonias, in wve bibliography 
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4 WHAT OTHERS ARE SAYING... 

Medical Terminology Simplified 
stl Dr. Louts PerkEL, professor of gastroenterology at Seton Hall Medical School, is to be con- - 
ei | gratulated on the publication of his book entitled Medical Terminology Simplified, which is i 


intended for nurses, interns and physicians. 

Two excerpts from his book are outlined below, and should be of special interest to the 

members of the AAGP: 

“The general practitioner, or family physician, has always been, and will continue to be, 

the backbone of medical practice. Thanks to the commendable program of the American : 
Academy of General Practice in providing frequent refresher courses, the present day general ee 

practitioner is kept abreast of all modern advances in medicine. oe 

**Successful completion of these postgraduate courses and other educational activities is 

credited toward certification of competency, issued by the Academy. 

“The specialist is also here to stay, because the tremendous increase in medical knowledge 
demands prolonged, concentrated study and specialized training to be proficient inany one 
of the particular fields of medicine. The ever-increasing number of medical centers and group 
clinics throughout the country require well-trained specialists as well as competent general > 
practitioners, the work of each complementing that of the other. Thus, the highest quality of 
medical care (as well as the most efficient and most economic), may be attained by the 
combined and cooperative efforts of both of these equally essential and mutually helpful 
groups.” —(ButieTin, New Jersey Academy of General Practice.) 
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Surgical Relief of Intractable Pain 


DAVID CLEVELAND, M.D. 


AND ROBERT STEINER, M.D. 


Department of Neurologic Surgery 
Marquette University School of Medicine 
Milwaukee, Wisconsin 


PAIN IS THE REASON that a great number of patients 
seek medical aid. It is said to be intractable if it is 
resistant to usual medical, surgical and psychothera- 
peutic measures. Such a case produces a severe psy- 
chologic impact on all who have contact with it. When 
this situation arises, it is necessary to exhaust every 
possible resource to provide comfort to the suffering 
patient. 

There is much difference of opinion concerning the 
efficacy of the treatment of intractable pain. Siris 
says, “It may be expected that, if the appropriate 


procedure is carried out at an optimal time, not only | 


will a gratifying relief of pain ensue for the patient 
but also, even if the pain is due to malignant disease, 
the general health, as manifested by weight gain, 
may improve.” A less optimistic view is held by 
Browder who says that, “In an over-all consideration 
of the operations that are now being employed for 
intractable pain of obscure etiology and for pain that 
results from malignant disease, it became evident that 
in the vast majority of instances the best the surgeon 
can do is to substitute a painless neural defect for an| 
intolerable pain.” Though neurosurgical treatment is a 
last recourse, it should not be delayed when other 
methods fail. Frequently drug therapy will give relief 
long enough for physiologic processes in the body to 
effect a relative cure. However, when life expectancy 
is such that continued drug administration will result 
in addiction, the result of surgical relief of the pain 
may be unsatisfactory because of the addiction. Though 
it is not within the scope of this paper to discuss 
treatments other than neurosurgical methods, a brief 
mention of some of the medical agents employed 


will doubtless be of value. 


There are very few instances of intractab!. pain 
that cannot be relieved by surgical means. This 
includes pain of malignancy (regardless of the 
region involved), neuralgias, phantom pain, 
pain of nerve injuries, causalgia and the pain 
of ischemia (angina pectoris and perijheral 
vascular disease). The mortality rate is low, 
despite the generally poor condition of these pa- 
tents. Careful evaluation of the patient's physi- 
cal and emotional state—with particular con- 
sideration given to his prognosis—are re- 


quired to determine the procedure of choice 


Medical Treatment 


Narcotecs. If life expectancy is short, narcotics should 
be given freely with no consideration of addiction. 
Their administration will usually give adequate relief. 
However, there are cases in which no amount under 
the lethal dose would give relief, and operations on such 
patients have made their final weeks far more com- 
fortable. When addiction had become a factor in these 
cases, morphine or one of its derivatives was given 
freely to satisfy the drug hunger, but none was needed 
to overcome pain. 

Radiation. This is another form of therapy that 
should be considered before surgical intervention. This 
is particularly true in pain resulting from malig- 
nancy. This form of treatment has much to offer and 
its limitations have-not yet been reached. 

Sex Hormone Therapy. This form of treatment may 
have a great deal to offer and its consideration should 
not be neglected. As yet, the urologists have been 
the most active in this field. 

Cobra Venom. Administration of this substance has 
been used with various degrees of interest and en- 
thusiasm. The authors’ experience with it has not 
been very satisfactory, but because the experience 
has also been limited, it cannot be discussed here 
critically. 

Vitamin Therapy. Often advocated in the treatment 
of the various neuralgias, the efficacy of vitainins 
remains debatable at this time. 

Intravenous Procaine. Ten per cent procaine ad- 
ministered at the rate of approximately 10 ml. per 
minute (to 300 or 500 ml.) often relieves pain of 
muscle spasm or pain of vascular origin. 
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Surgical Treatment 


The primary procedures for neurosurgical relief of 
intractable pain consist of interruption of the sensory 
pathways at suitable levels from the involved area. 
The methods or procedures of interruption of the 
sensory pathways may be classified in the Poses 
manner : 

1. Blocking of the nerve with procaine or alcohol, | 
either locally, or central to the lesion. 

2. Severance of the peripheral nerves (rarely used),J 

$. Posterior root section (dividing all the sensory| 
roots from the involved area). 

4, Section of the pain pathways either in the medulla - 
or spinal cord. 

5. Section of the pain pathways in the mesencephalon . 
for pain high in the shoulders, arm and neck. 

6. Resection of the sensory cortex of the brain - 
(sensory topectomy). 

7. Sympathectomy for pain resulting from vascular - 
disease and causalgia. 

8. Prefrontal lobotomy to sever the tracts between 
the frontal lobes and the thalamus (often called the- 
tracts of emotional response). 

9. Combination or modification of two or more of the 
aforementioned procedures. The choice of surgical 
procedure varies with the etiologic factor and the 
location involved. 


Pain OF MALIGNANCY 


The most common cause of intractable pain is malig- 
nancy, either local or metastatic involvement. Usually 
the severe pain of malignancy is a late symptom and is 
associated with marked debility. Occasionally, how- 
ever, pain is a relatively early symptom and one that 
must be borne over a prolonged period. Three factors 
that must be taken into consideration in the treatment 
of intractable pain due to malignancy are: The life| 
expectancy, the location of the pain and the patient’s 
physical state. With a relatively long life expectancy in 
a patient with intractable pain below the level of the 
upper part of the chest, a unilateral or bilateral chordot- 
omy (first advocated by Spiller and carried out by 
Martin), is commonly the procedure of choice (Figure 
1), A unilateral chordotomy will relieve pain that is 
definitely localized to one side, such as the hip or 
lower extremity. When visceral or bilateral pain is 
present, a bilateral chordotomy should be performed. 


A chordotomy is usually followed by a temporary, 


period, lasting from one to two weeks, of root pain at 
the level of the cord incision. These root pains are not/ 
So severe as the pain for which the chordotomy was 
performed. 

Occasionally, when the malignancy involves one ex- 
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Same cord incision one inch 
above or below incision on 
opposite side of cord 


™ Anterior horn of gray matter 


Figure 1. Drawings of the essentials of chordotomy. 


Medial inferior tracts severed —— 


pewt-. by electrolysis 
| \ 
A Incision through 
a medial half of 
white matter 


—— Incision in cortex 


retracted 


Figure 2. Prefrontal lobotomy. Unilateral incision is usually suf- 
ficient for short relief. Electrolysis is safer and more specific. 
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Incision for cerebellar and cervical spinal cord exposure 


Descending tract 
of fifth nerve 


Cerebellum elevated 
for ninth nerve section 


three cervical —— 


Section of first 


posterior roots 


For relief of facial pain due to malignancy 


Figure 3. Drawings of the incision and exposure for section of the 
ninth cranial nerve, the descending tract of the fifth nerve and the 
upper cervical posterior roots. 


S56 Incision for trigeminal operation 


Dura covering temporal lobe ws 


Dura propria incision 


\ 
Gasserian ganglion 
Foramen 


Mandibular division —— ——2_ 


Maxillary division — — —— — —_ 


Posterior root — 


Figure 4. Drawings of trigeminal rhizotomy. 
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Figure 5. Upper thoracic sympathectomy. 


Incision for lumbar sympathectomy —— . 


Figure 6. Lumbar sympathectomy. 
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tremity, a posterior root section is most satisfactory. 
If the pain is seated in the upper part of the thorax, 
upper extremities or neck, a high cervical chordotomy 
at the first or second cervical segments, or a mesen- 
cephalic tractotomy (as advocated By Schwartz) may 
be indicated. The last procedure carries a greater 
surgical risk and should be considered only when other 
measures are deemed unsatisfactory. 

In patients with a short life expectancy or with a 
poor physical state and when mental alertness is not 
essential, prefrontal lobotomy, either unilateral or bi- 
lateral, is the most satisfactory means of relieving the 
pain (Figure 2). Also, intractable pain associated with 
apsychotic state is best relieved by a prefrontal loboto- 
my. After trying various methods and techniques in 
performing prefrontal lobotomies, we have concluded 
that the most satisfactory method is to do a unilateral 
prefrontal lobotomy on the side opposité to the major 
pain. Then, if the pain complaint again becomes a fac- 
tor, a lobotomy is performed on the other side at a 
later date. 

Pain due to malignancy of the face or jaw is usually 
severe. It can be relieved by section of the fifth nerve, 
either in the posterior root or in the descending tract, 
by section of the ninth nerve and by section of the 
posterior roots of the upper cervical nerves (Figure 3). 
If the patients are seen late in the course of the disease, 
a unilateral prefrontal lobotomy is the procedure of 
choice. Total hypophysectomy is sometimes employed 
for the pain of advanced breast cancer. 


NEURALGIA 


Neuralgia of the trigeminal or glossopharyngeal 
nerves or geniculate ganglion is cured by posterior 
root section of the nerve involved (Figure 4) and, in 
selected cases, by decompression or compression of the 
Gasserian ganglion. Descending fifth root tractotomy 
for trigeminal neuralgia is preferred by a few neuro- 
surgeons (Item A, Figure 3) because it preserves some 
sense of touch. This procedure carries a greater mor- 
tality and morbidity risk than the classic posterior 
root section. The mortality rate for surgical treatment 
of the neuralgias should be less than 1 per cent. 


Post-HERPETIC PAIN 

Undermining the skin at the site of the pain is oc- 
casionally done for relief of post-herpetic pain. A 
chordotomy for this type of pain is unsatisfactory and a 
prefrontal lobotomy is usually too radical. 


Pain RELIEVED By SYMPATHECTOMY 


Causalgia or causalgic states can be relieved by 
sympathetic denervation of the part involved (Figures 
Sand 6). Mayfield has called attention to the necessity 
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SURGICAL PROCEDURES FOR VARIOUS PAIN LESIONS 


1. PAIN IN FACE, THROAT, JAW AND HEAD. 
A. Posterior root section V nerve or [X nerve, or both. 
B. Tractotomy—descending tract of V nerve. 
C. Tractotomy plus upper cervical posterior nerve roots. 


2. PAIN IN SHOULDERS AND ABOVE. 
A. High cervical chordotomy (Cl and 2). 
B. Tractotomy. 
C. Posterior root sections. 
D. Prefrontal lobotomy. 
1. Unilateral. 
2. Bilateral. 


3. PAIN BELOW LEVEL OF SHOULDERS AND UPPER EXTREMITIES. 

(Usually due to malignancy). 
A. Chorodotomy. 
B. Posterior rhizotomy if pain sharply localized and not caused 
by malignancy. 
C. Prefrontal lobotomy if pain is combined with a psychosis or 
when life expectancy is very short. 


4. TABETIC PAIN. 
A. Chordotomy. 


5. PAIN OF INTRACTABLE ANGINA. 
A. Upper dorsal sympathectomy. 
B. Posterior root section. 


6. VISCERAL PAIN INCLUDING CHRONIC PANCREATITIS OR COLITIS. 
A. Splanchnicectomy. 


7. PAIN IN EXTREMITIES CAUSED BY VASCULAR DISORDERS (BUERGER’S 
DISEASE, ARTERIOSCLEROSIS OBLITERANS AND SELECTED CASES OF FROST 
BITE). 
A. Sympathectomy. 


8. CAUSALGIA OR CAUSALGIC SYNDROMES. 
A. Sympathectomy. 


9. PHANTOM LIMB PAIN. 
A. Psychotherapy. 
B. Resection of painful neuromas. 
C. Sympathetic blocking. 
D. Posterior root section or chordotomy in early cases. 
E. Topectomy. 
F. Prefrontal lobotomy. 


10. PAIN FOLLOWING SPINAL INJURY. 
A. Laminectomy and neurolysis. 


11. PAINFUL SPASTIC CONTRACTIONS WITH PARAPLEGIA. 
A. Intrathecal alcohol injection. 
B. Laminectomy and anterior root section. 


12. Herpes Zoster. 
A. Undercutting of skin. 
B. Posterior root section. 


C. Lobotomy. 


Table 1. 
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of having the sympathetic denervation adequate. The 
same is true for pain of vascular origin. 

The pain of angina pectoris has been satisfactorily 
relieved by either stellate and upper thoracic gang- 
lionectomy (Figure 5) or by posterior root séction. We 
prefer the stellate and upper thoracic ganglionectomy 
over posterior root section, because of a lower operative 
risk and because there is no annoying area of an- 
esthesia. 

Unilateral headache, which is not relieved by other 
means, can occasionally be cured by cervical sympa- 
thectomy or by section of the Cl and 2 posterior roots 
(Item B, Figure 3). 


PHANTOM PAIN 


Phantom pain has long been a serious medical 
problem. It is usually present in patients who are 
tense, nervous, and who have a low pain threshold or 
who are emotionally unstable. This type of pain may 
occur when a prolonged period of time has elapsed be- 
tween the time of injury or disease of the extremity and 


the time of amputation. Experience has shown tha 
nerve section, posterior root section or a chordotomy 
seldom affords relief. We have obtained best results 
with sensory cortex gyrectomy. However, this pro- 
cedure is quite radical and should be reserved for thos. 
patients in whom all other methods have failed and in 
whom radical treatment is indicated. One case was 
successfully relieved by a contralateral prefrontal 
lobotomy. 


Pain oF NERVE INJURY 


Pain due to peripheral nerve injuries Sccasionally 
necessitates posterior root section (tem B, Figure 3) 
after local repair of the injury has failed. Sympathetic 
block or sympathectomy may be helpful. When the 
pain is long standing, a chordotomy or even a pre- 
frontal lobotomy may be necessary. 

The outline on preceding page (Table 1) summarizes 
the surgical procedures for various pain lesions. 

A coupon for ordering a bibliography accompanying this arti- 
cle may be found adjacent to or near the Index to Advertisers. 


HERE'S A HELPFUL HINT... 


Office Storage Space 
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A MULTIPLE-DRAWER steel cabinet such as those made by 
many manufacturers of office equipment is very useful in the 
physician’s treatment rooms. I use a 27-drawer, 36-inch- 
high cabinet of steel finished in gray baked enamel. The 
drawers are three inches high, nine inches wide and about 
16 inches deep. They are ideal for holding the multitude of 
small items that the doctor uses every day, especially vials, 
small instruments and bandaging material. 

Each drawer can be used for a different type of material. 
For example, here are some of the labels on my cabinet: 

Antibiotics, injectable 

Antibiotics, topical 

Anesthetics, topical 

Adhesive tape 

Vitamin mixtures 

Pure vitamins 

Medical instruments 

Nonsterile surgical supplies : 

Diagnostic agents 

Cardiovascular injectables 

In my consultation room, I have a similar chest of draw- 
ers in which I deposit samples supplied by the various 
drug companies so that I can readily find the medication I 
want to give to a patient as a starting dose or a trial sup- 
ply.—Arruor F. Greenwatp, Los Angeles, California 
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Pulsus alternans is a valuable sign of early heart failure. 

It is useful to think that it results because some failing myocardial 
fibers contract only with every other heart beat. 

Alternation may be recognized by palpation of the pulse, 
sphygmomanometry, auscultation and fluoroscopy. It becomes 
more pronounced following extrasystoles and in the upright position. 
This sign is often abolished by treatment for heart failure. Indeed, 
the presence of pulsus alternans is an indication for this type of therapy. 


Pulsus Alternans 


PAUL W. SEAVEY, M.D. AND J. WILLIS HURST, M.D. 


Emory University, Atlanta, Georgia 


PULSUS ALTERNANS is a sign that imparts valuable in- 
formation at the bedside but is often overlooked. It may 
be defined as a regular alternation of the force of the 
pulse with every other beat. The systolic pressure may 
vary from a few mm. Hg to 35 or 40 mm. Hg. In rare 
instances the alternation may be so pronounced that 
alternate beats are undetected at the radial artery. 
Alternation of the complexes of the electrocardiogram, 
electric alternans, is only rarely associated with pulsus 
alternans and is an entirely different phenomenon. 


Mechanism 


Although the exact cause of pulsus alternans is not 
known, the following explanation is of practical value. 
Normally, all heart muscle fibers contract with each 
systole. Occasionally, in abnormal hearts, some fibers 
contract with only every other beat. Alternation does 
not occur so long as there are equal numbers of fibers 
that fail with each systole. However, when alternation 
is present all or most of the “weak” fibers contract 
during the same heart beat and this results in a strong 
contraction. During alternate beats most of the “weak” 
fibers fail to respond, resulting in a weak contraction. 


Recognition 


There are several diagnostic procedures by which 
pulsus alternans may be recognized. It is usually first 
detected by light palpation of the radial artery. 
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True pulsus alternans must be distinguished from 
so-called pseudoalternans. The latter phenomenon oc- 
curs with pulsus bigeminy and can usually be dif- 
ferentiated from true pulsus alternans by observing 
that the interval following the weak beat is longer than 
that following the strong beat. Pulsus alternans may be 
confused also with pulsus paradoxus when the respira- 
tory rate is one-half the heart rate. These can be 
readily differentiated during short periods of voluntary 
apnea. 

Alternans may be detected in the course of routine 
sphygmomanometry. The strong beat will be audible at 
a higher systolic pressure and therefore only half the 
heart rate will be detected at first. As the pressure in 
the sphygmomanometer is released to the systolic 
level of the weak beats, both weak and strong pulsations 
will be heard. 

Occasionally auscultation of the heart will reveal 
faint and loud heart sounds and murmurs concomitant 
with pulsus alternans. Alternation of ventricular con- 
tractions may be noted at fluoroscopy, and has been 
recorded by electrokymography. 


Additional Studies 


Although the predisposition to alternation is present, 
it may appear or disappear under a variety of different 
circumstances. It may first appear, or become more 
pronounced if already present, following an extrasys- 
tole. In the normal patient, alternation occurs at times 
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for the first two or three beats after a premature con- 
traction, whereas that which occurs in the presence of 
heart disease, although usually transient, lasts for eight 
to 15 beats or longer. 

Maneuvers that decrease ventricular filling, such as 
assuming the upright position, phlebotomy or the ad- 
ministration of nitroglycerin, may initiate pulsus al- 
ternans in the susceptible subject. It is therefore im- 
portant to look for this sign with the patient in the 
standing position. Indeed, the administration of nitro- 
glycerin may unmask the alternation. 

Those measures that increase peripheral resistance, 
such as the administration of norepinephrine, tend to 
abolish this phenomenon. 

In some patients with mild congestive heart failure, 
pulsus alternans may be diminished or completely 
abolished following the administration of digitalis and 
mercurial diuretics. On the other hand a few patients 
have been studied who showed no evidence of alterna- 
tion in the presence of severe or moderately severe con- 
gestive failure but developed this sign when they be- 
came compensated. 

In those instances where pulsus alternans becomes 
evident in the upright position it may be abolished 
after exercise because of increased venous return. On 
the other hand, in some patients where left ventricular 
failure is not yet apparent and pulsus alternans is there- 
fore not present after the maneuvers described above, 
vigorous exercise may produce left heart failure and 
alternation. 

Alternans has been demonstrated by cardiac cathe- 
terization in the right ventricle and pulmonary artery 


Leon G. Smith, M.D. 


in patients with cor pulmonale who have no alternation 
of the peripheral pulse. By the same technique. it has 
been observed in the right ventricle and pultnonary 
artery concomitantly with alternans of the peripheral 
pulse in the presence of left ventricular disease. 


Significance 


Pulsus alternans is most often associated with athero- 
sclerotic heart disease with old or recent myocardial 
infarction. It is frequently observed in patients with 
systemic hypertension, aortic valve disease and so- 
called idiopathic myocarditis. Evidence that this is not 
an uncommon sign is provided by White who found 7] 
cases of mechanical alternans among 300 cardiacs in 
the course of eight months, including 15 cases of con- 
tinuous alternans and 55 cases of postextrasystolic 
alternans. Alternation may be associated with paroxys- 
mal rapid heart action in patients without heart dis- 
ease and in these cases is of no significance. 


Treatment 


True pulsus alternans is a sign of left ventricular 
weakness that demands appropriate therapy before 
congestive failure becomes manifest. Those measures 
that are important in the treatment of left ventricular 


failure should be instituted, including digitalization, a . 


low sodium regimen and, when indicated, mercurial 
diuretics. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 
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Hemodialysis is helpful in situations requiring the 
rapid removal of a circulating toxin. The risk of 
this type of therapy is negligible if APPLIED IN TIME. 
Too often, the patient is received at the renal center 
a few minutes from death. Time is required for 
careful and complete evaluation. At least 59 artifi- 
cial kidney facilities in the United States are avail- 
able for emergency servwe—to treat acute uremia 
and remove dialyzable poisons. The first step should 
always be an exchange of information between re- 
ferring physician and the renal center. 


LEONARD B. BERMAN, M.D. 
AND JOHN C. ROSE, M.D. 
Georgetown University Medical Center 


Washington, D. C. 


The Referring Physician and the Artificial Kidney 


THE PHYSICIAN in his daily practice employs a wide 
variety of diagnostic and therapeutic techniques. Occa- 
sionally, however, he must supplement his own efforts 
with the special skills of others. Optimal use of such 
measures depends on the referring physician’s knowl- 
edge of their indications, results, and indeed, their 
availability in his geographic area. 

These remarks are particularly appropriate to the 
use of artificial kidneys, for many physicians are un- 
familiar with their general nature and availability. 
Furthermore, indications for their use are continually 
undergoing additions and refinements. It may be help- 
ful, therefore, to review here the whole subject of 
artificial kidneys from the standpoint of the referring 


_ physician, who is most often the family doctor or 


general practitioner. 


The Principle of Hemodialysis 


The design and construction of artificial kidneys 
have been the subjects of many articles; a very brief 
outline will satisfy our purpose here. All artificial kid- 
heys make use of the same principle—the interposition 
ofa cellophane membrane between the patient’s blood 
and a specially prepared chemical bath (Figure 1). 
lons and molecules may move back and forth across 
this semipermeable membrane. The net movement of 
each solute is toward the fluid in which its concentra- 
tion is lower. In practice, blood is led from the patient 
Via a radial artery or saphenous vein, through a plastic 
cannula, onto one side of the cellophane. As the blood 
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flows over the membrane surface molecular and ionic 
exchanges take place between it and the bath on the 
other side. 

For example, if the blood urea concentration is 100 
mg. per 100 ml., and the bath contains none, urea will 
flow from blood to bath. On the other hand, if the 
blood bicarbonate is 10 mEq. per L. (22 vol. per 100 
ml.) and the bath contains bicarbonate at 25 mEq. per 
L. (55 vol. per 100 ml.), the net movement of bicar- 
bonate will be from bath to blood. This process of 
solute exchange is called dialysis, and, when applied 
to blood, hemodialysis. (Artificial kidneys may there- 
fore be called hemodialyzers.) 

When the blood has coursed the entire length of the 
cellophane, it is returned to the patient through a can- 
nulated arm vein. This extracorporeal circulation goes 
on continuously for four to seven hours, and moves a 
volume of blood through the machine equivalent to 
more than 12 times the patient’s total blood volume. 
Compatible bank blood is used to prime the kidney 
(1,000 to 1,500 ml.) and heparin is given to prevent 
clotting along the various foreign surfaces that are 
employed. 

The danger of infection is extremely small, for bac- 
teria and viruses are too large to pass through the 
cellophane from bath to blood and this need not be a 
major concern. 

From the foregoing considerations, it follows that 
hemodialysis may be helpful in any situation requiring 
the rapid removal of a circulating toxin, either endo- 
genous or exogenous in origin. 
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Dialysis in Renal Failure 


A well-established use of hemodialysis is in the 
treatment of acute uremia, particularly when the un- 
derlying renal lesion is reversible. Acute renal in- 
sufficiency due to mismatched blood is a good ex- 
ample. 

Uremic symptoms may be quickly relieved, and life 
may be prolonged sufficiently so that adequate tubular 
repair takes place. A few carefully selected chronic 
uremics are benefited by dialysis when an acute episode 
has interrupted an otherwise stable course. The re- 
versal of the uremic syndrome is presumably due to the 
removal of hypothetic uremic toxins, although the 
changes in urea concentrations are used as a convenient 
measure of the efficiency of the artificial kidney 
machine. 


INDICATIONS IN ACUTE UREMIA 


The specific indications for dialyzing an acutely 


uremic patient vary in different laboratories. |n gen- 


eral, they are: (1) a rising serum potassium concep. 
tration that cannot be promptly controlled by ex. 
change resins; (2) major uremic manifestations, such 
as pericarditis, psychosis, convulsions, uremic pneu- 
monia or gastrointestinal complications; and (3) 
gross overhydration (certain artificial kidneys develop 
hydrostatic pressure on the blood side of the cello- 
phane and filter water from the blood). 


WHEN TO REFER THE PATIENT 


The physician dealing with acute renal insufficiency 
must be prepared to seek help early. A severely cata- 
bolic patient whose blood urea nitrogen rises 60 mg. 


DIALYSIS 
Wet membrane = 
80 microns thick => ‘ 
FLOWING BLOOD \ 
(150 t0 400 mi./min.) 
Bath Solution — mEq/L. 4 
Ns 140 Solute of Protein Temperature 
cl 103 ~3 molecular and protein controlled 
weight bound 100°F ++ 1° 
K——— 40 45,000 molecules 
Mg ——— 1.0 Or bess ° 
Ca 26 
Glucose ——— 200 mg.% ° 
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cor 
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Figure 1: A schematic representation of hemodialysis. 
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ver 100 ml. per day is quite likely to be in serious dif- 
{culties within a week or less. All centers using arti- 
fcial kidneys recurrently receive patients a few min- 
utes from death and the outcome is frequently an un- 
happy one. This makes excellent drama but poor 
medicine. The risk of dialysis per se is negligible in ex- 
perienced hands, and the results may be life-saving if 
applied in time. 

Most renal centers are quite ready to receive patients 
for evaluation but cannot commit themselves to a 
dialysis without the opportunity to study the patient 
and arrive at a sound decision. These patients repre- 
sent extremely complicated problems involving hema- 
tology, cardiology, bacteriology and metabolic dis- 
eases. Because of this, renal centers under the super- 
vision of internists may be in the best position to pro- 
vide total patient care. 


Dialysis of Poisons 


The ability of the artificial kidney to remove rapidly 
“metabolic toxins,” such as potassium and the as yet 
hypothetic factors in uremic sera, naturally suggests 
its use in the removal of toxins taken into the body. In 
fact, nearly 50 years ago investigators commented that 
salicylate might be removed by dialysis. The charac- 
teristics of a dialyzable toxin are: (1) its presence in the 
arculating blood; (2) molecular weight and configura- 
tion suitable to the pore size of the cellophane; (3) 
lack of extensive or firm binding to plasma proteins; 
and (4) responsiveness to concentration gradients 


from tissue to blood to bath. 


BARBITURATES 


Barbiturates were the first such substances to be ex- 
amined. They were found to fulfill the necessary condi- 
tions, although there are quantitative differences in 
response among the various barbiturates. For ex- 


‘ample, phenobarbital moves across the cellophane 


fairly quickly, blood levels are. markedly reduced and 
patients may wake from deep coma within the period 
of dialysis. Figure 2 illustrates such a case. 

Shorter-acting compounds such as pentobarbital 
(Nembutal) and amobarbital (Amytal) move less 
rapidly and clinical response is somewhat less dra- 
matic. However, patients severely poisoned with these 
shorter-acting barbiturates gain important benefits 
from dialysis—including oxygenation of blood (oxygen 
moves from bath to blood when the blood oxygen 
tension is low), stabilization of blood pressure and 
shortening of the period of coma by the partial re- 
moval of the barbiturate. Comparisons with the results 
of treatment by analeptics cannot be made for lack of 
comp: rable series. 
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Figure 3: Phenobarbital poisoning with relapse, treated with multi- 
ple dialyses. (Figures 2 and 3 are reprinted with permission from 
JAMA, 161:820, 1956.) 


Figure 4: Salicylate poisoning—a comparison of two patients. 
(Reprinted with permission from New Encianp J. Mep., 253: 
213, 1955.) 


SALICYLISM — Efficiency of Hemodialsyis 
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Location of Artificial Kidneys () 
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State City Hospital 
Arizona Phoenix 1, St. Joseph Hospital 
California Los Angeles 2. UCLA Medical Center 
3. Gedars of Lebanon Hos- 
pital 
4. Los Angeles County Hes- 
pital 
San Diego 5. San Diego County Gen- 
eral Hospital 
San Francisco 6. Stanford University Hos- 
pital 
Colorado Denver 7. University of Colorado 
Medical Center 
District of Columbia 8. Georgetown University 
Hospital 
Georgia Atlanta 9, Grady Memorial Hospital 
Illinois Chicago 10. Billings Hospital 
Mndiana Indianapolis Indiana University Medi- 
cal Center 
Towa ‘Towa City 12. Veterans Administration 
Hospital and State Uni- 
versity of Iowa Hospital 
Kansas Kansas City 13. University of Kansas Med- 
ical Center 
Wichita 14. St. Francis Hospital 
Louisiana New Orleans 15. Charity Hospital 
Shreveport 16. Confederate Memorial 
Medical Center 
Massachusetts Boston 17. Beth Israel Hospital 
18. Peter Bent Brigham Hos- 
pital 
Michigan Detroit 19. Henry Ford Hospital 
20. City of Detroit Receiving 
Hospital 
Minnesota Minneapolis 21. University of Minneapolis 
Hospital 
Rochester 22. Mayo Clinic 
Missouri Cape Girardeau 23. 
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Figure 5: The distribution of currently operating artificial kidneys in the United States. 
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Bet our experience to date suggests that patients poi- 


soned with barbiturates should be dialyzed when the 
blood level or ingested dose is in the potentially fatal 
range for the particular compound. (For phenobarbi- 
tal, approximate figures for lethal dose and concentra- 


tion are 5.0 Gm. ingested and 10 mg. per 100 ml. | 


blood level; for shorter-acting compounds, 3.0 Gm. 
and 3.5 mg. per 100 ml.) Additional indications are 
(1) an associated disease that makes it undesirable for 
the patient to undergo any prolonged anoxemia or 
hypotension and (2) a downward course in spite of 
other methods of treatment, in the presence of a blood 
barbiturate level high enough to contribute signifi- 
cantly to the clinical picture. As with the acutely 
uremic patients, early referral greatly reduces the dif- 
ficulties of evaluation and prognosis. 

An interesting experience with severe phenobarbital 
poisoning is illustrated in Figure 3. This patient’s re- 
turn to consciousness during dialysis was accompanied 
bya resumption of reabsorption of phenobarbital from 
her intestinal tract. She twice relapsed into coma with 
increased blood levels and required three dialyses in 
96 hours. She was later discharged from the hospital 
completely well. 


SALICYLATES 


Severe salicylate poisoning presents a dramatic pic- 
ture, and occasionally, a fatal one. The hyperthermia, 
hyperpnea, agitation, convulsions, deafness and 
psychosis may be quickly reversed by dialysis if treat- 
ment is undertaken early enough. Figure 4 illustrates 
the course of events in two severely poisoned adult 
patients, one dialyzed and one managed conservatively. 

Hemodialysis is particularly well-suited to children, 
including those under 2 years of age. This is because 
their small volume of body fluid permits rapid removal 
of the salicylate (or any other dialyzable substance). 
The technical problems attendant on dialyzing very 
small children are not particularly formidable, and in 
the hands of an experienced team, the risk is negligible. 


OrHEerR Poisons 


Severe bromidism has been successfully treated by 
dialysis with very rapid lowering of the blood level and 
reversal of the clinical state. The number of patients 
thus treated is small, but the results justify a wide ap- 
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plication of this form of therapy. Similar considera- 
tions apply to thiocyanate poisoning arising in the 
course of antihypertensive treatment. Studies are cur- 
rently under way on the value of dialysis in poisoning 
by some of the newer “nonbarbiturate” sedatives. 


Where to Refer the Patient 


The discussion thus far has emphasized the indica- 
tions and results of hemodialysis, as well as the im- 
portance of early referral. There remain two important 
questions: where are the artificial kidneys in the 
United States; and, what considerations apply to the 
transportation of a patient to a renal center? Figure 5 
has been constructed to answer the first of these. Here 
are shown the locations of most of the active kidneys 
operated by civilian and Veterans Administration 
hospitals in this country. These hospitals are located 
by city and state in Figure 5. Some centers may have 
been inadvertently omitted; new centers may come 
into being. 

Our “kidney map” will need redrawing from time 
to time, just as do more conventional geographic 
maps. (Military hospitals have been intentionally omit- 
ted. There are at least three that operate artificial 
kidneys and may be located by interested persons 
through appropriate channels of information.) 

Transportation of a patient is often the crucial point 
in determining survival. It should begin with an ex- 
change of information between the physician and the 
renal center, so that the patient’s arrival is expected and 
arranged for. If the situation is critical and the dis- 
tance relatively far, air ambulance service is generally 
available, and may be life-saving. A poisoned patient, 
or one with severe hyperkalemia may have to be trans- 
ported with personnel and equipment for maintaining 
respiration and an adequate airway. For hyperkalemic 
cardiotoxicity, a physician armed with injectable cal- 
cium gluconate may be a necessity. These circum- 
stances must obviously be tailored to the individual 
patient. In any case, mode of transport is often as im- 
portant as any other consideration. 

With a coordinated effort on the part of referring 
physician and renal center, we may anticipate maxi- 
mal benefit to the patient whose body fluid composition 
requires rapid alteration. 
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Nosebleeds are usually due to trauma, although the injury 
ts sometimes occult. Identification of the site of bleeding 


has paramount importance in treatment. 

Usually this can be accomplished readily if the proper equipment 
is at hand. Beyond this, treatment is mainly “surgical.” 

Drugs have little place in the control of nosebleed. 


Practical Management of Nosebleeds 


WILLIAM H. SAUNDERS, M. D. 


Associate Professor, Department of Otolaryngology 
Ohio State University Medical Center 


Columbus, Ohio 


ACTUALLY, the nose may bleed from any site, but prac- 
tically, epistaxis occurs from three regions only: 

1. The anterior part of the nasal septum or Kiessel- 
bach’s area (chiefly external carotid). 

2. Posteriorly, from branches of the sphenopalatine 
artery (external carotid). 

3. High in the nose from the anterior ethmoidal 
artery (internal carotid). 


Cause of Nosebleeds —The Common Denominator 


Trauma is the common denominator in most cases 
of nosebleed. The trauma may be conspicuous, or it 
may be entirely unrecognized. Of course, certain dis- 
eases are notorious causes of epistaxis, e.g., rheumatic 
fever in children, purpura, and leukemia. But these con- 
ditions are quite special and represent a very small per- 
centage of the total incidence of nosebleeds. Even in 
these diseases, trauma is often the immediate precipi- 
tating cause. 

Anterior Nosebleeds. Anteriorly in the nose, trauma 
is commonly inflicted by the fingernail, or may be 
caused by excessive drying of the mucosa, especially if 
the patient has a deflected nasal septum. Vigorous 


100 


blowing of the nose may tear crusts from the mucosa 
and open blood vessels. The margins of a septal per- 
foration may crust and bleed. 

The vessels in the anterior nose which bleed are 
relatively small. They are derived from both the ex- 
ternal and internal carotid arteries. Epistaxis from 
these vessels may be prolonged, but generally the 
bleeding is not severe and is easily controlled. 

Posterior Nosebleeds. Posteriorly, external trauma is 
not likely to occur. Instead, epistaxis frequently re- 
sults from the splitting of a sclerotic blood vessel. The 
defect is intrinsic in the vessel itself and is made worse 
is the patient is hypertensive. Of course, not all pos- 
terior ‘nosebleeds occur in patients with arteriosclero- 
sis and hypertension. Sometimes there is no obvious 
cause. In the posterior part of the nose, the vessels that 
cause bleeding are derived from the external carotid 
artery and more directly from its internal maxillary 
branch. They are larger vessels. It is important to em- 
phasize that the bleeding usually comes from the pos- 
terior part of the inferior meatus (under the inferior 
turbinate). 

Other Sites. Sometimes blood is seen oozing from the 
anterior end of the middle or inferior turbinate. Blood 
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may come from a paranasal sinus after severe head in- 
jury or in neoplastic conditions. In patients with 
familial hemorrhagic telangectasia and in various blood 
dyscrasias, virtually all of the nasal mucosa may bleed. 
However, I have never seen a patient whose epistaxis 
resulted from a blood dyscrasia who bled only from the 
nose; always there have been associated skin petechiae, 
ecchymoses, hematuria or other manifestations of a 
generalized hematologic disturbance. 

It is almost as important to emphasize conditions 
that are not the cause of nosebleeds, except rarely, as 
to emphasize those that are. Physicians who are not 
adept at intranasal packing and cautery often attribute 
nosebleeds to a disturbance in the blood clotting 
mechanism. A physician may pack the nose of a pa- 
tient but not place the packing accurately; the bleed- 
ing continues. Instead of replacing the packing, the 
doctor mistakenly assigns the cause of bleeding to a 
supposed (but rarely present) hematologic disturb- 
ance. Alterations in the vitamin K or vitamin C blood 
levels, or changes in the prothrombin time, bleeding 
time or clotting time, are not commonly the causes of 
epistaxis. 

When epistaxis is due to systemic causes such as 
scurvy, leukemia or a change in the blood prothrombin 
level, the patient bleeds from various mucous mem- 
branes and into the skin and viscera. Why should a 
patient with a generalized hematologic disturbance 
bleed only from the nasal mucosa? The answer is that 
he doesn’t, or he does so only very rarely, and then 
soon bleeds from another site. Nosebleed in a patient 
who is not bleeding from any other part of the body is 
almost always the result of local trauma. 


Treatment 


ANTERIOR NOSEBLEED 


Management of bleeding from Kiesselbach’s area 
should be easily within the scope of the general 
practitioner (Figure 1). The following steps outline 
a satisfactory approach: 

1. Gown yourself and the patient. Failure to do so 
causes unnecessary cleaning bills. 

2. Set the patient upright. 

3. Use a headmirror to reflect a bright light (100- 
to 150-watt clear bulb), or use a bright headlamp. 

4. Use strong suction in the right hand to clear the 
nose of clots and fresh blood, and a nasal speculum in 
the left hand. 

5. Apply aqueous adrenalin, 1:1000, to a cotton 
ball anc insert it into the bleeding nostril. 

6. Make strong pressure for several minutes against 


the al: so as to press the cotton ball hard against the 
septurn. 
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7. Remove the cotton ball and search for the exact 
bleeding point. 

8. Cauterize the bleeding point using a silver nitrate 
stick, trichloracetic acid or electric cautery. Topical 
anesthesia is necessary if electric cautery is used. 

9. No postoperative packing is necessary. 

Topical use of adrenalin is safe even in older patients. 
Five per cent cocaine or 2 per cent tetracaine provides 
adequate anesthesia to permit intranasal manipula- 
tions. The use of morphine to allay apprehension is 
valuable. 

Rather infrequently it may be necessary to perform 
an operation on the nasal septum to correct a septal 
deviation or spur. Irregularities of the septum project 
into the airway and are traumatized by the drying 
effect of inspired air. In many cases the use of a lubri- 
cant such as petrolatum or mineral oil may permit 
healing, and an operation is avoided. 

Patients bleed less if kept in a partially sitting posi- 
tion than if allowed to rest supine. Many times, merely 
elevating the head of the bed eliminates oozing of blood 


_ in a packed nose. Paradoxically, removing the nasal 


packing may also stop bleeding. It occasionally does 
so in the patient who has been oozing blood around 
nasal packing in place several days. 

Patients do not bleed to death from epistaxis, but 
some bleed so much that they may look dead. Patients 
sometimes faint during treatment. The fainting may be 
due to shock from loss of blood, or to unduly painful 


Figure 1. Equipment for control of nosebleed. (Left to right) (1) 
Nasal speculum; (2) Nasal sucker (angulated); (3) Bayonet for- 
ceps; (4) Cotton applicator; (5) Cautery tips; (6) Trichloracetic acid 


for cautery; (7) Cocaine 10 per cent; (8) Adrenalin 1:1000. The 


clear 150-watt bulb and headmirror provide best illumination. 
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Figure 2. 


manipulations. When a patient faints, his blood pres- 
sure drops and usually the bleeding ceases. 

Consideration of the cardiovascular status is im- 
portant in some cases. Patients with severe epistaxis, 
particularly elderly patients, should be hospitalized. 

Roentgenograms of the paranasal sinuses are of no 
value if the bleeding site is recognized, but roentgeno- 
grams are indicated if the source of the bleeding is un- 
determined. An occasional nosebleed is caused by 
malignancy or granulation tissue in the paranasal 
sinuses, and inspection of the nose may not reveal the 
condition. 


PosTEeRIOR NOSEBLEEDS 


The treatment of epistaxis occurring from the pos- 
terior part of the nose is essentially similar to treat- 
ment of nosebleed in Kiesselbach’s area. The difference 
is a technical matter and is chiefly one of accessibility. 
Also, the blood vessels found posteriorly are larger. 
If it were technically possible, the same principles of 
treatment would apply, namely, excellent illumination, 
accurate suction at the bleeding point and point 
cautery. Practically, however, it is usually impossible 
to see the exact bleeding point. Often all seems to be 
blood and the source obscured. 

Finding the Bleeding Site. By using suction and clear- 
ing blood as the sucker tip advances, one will eventu- 
ally reach a spot at which the nose continues to fill with 
blood when the sucker tip is passed beyond it. This 
spot is the site of the bleeding vessel. It is usually found 
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well back in the inferior meatus along the lat: ral wal] 
of the nose. The precise point cannot be seen. !’atients 
do not often bleed from the posterior ends of the tur. 
binates; instances in which they seem to do so most 
often represent errors of observation. The \<ssels of 
the posterior septum bleed only infrequently. 

In localizing the bleeding point and also in treat- 
ment, it is sometimes helpful to fracture the inferior 
turbinate medially toward the nasal septum so as to 
gain a good view of the inferior meatus. Using cocaine 
anesthesia, this may be done in a manner fairly painless 
to the patient. 

How to Avoid Postnasal Packing. With or without 
preliminary fracture of the inferior turbinate, a bean- 
sized piece of petrolatum gauze or a very small cotton 
ball soaked in adrenalin may be wedged firmly into the 
inferior meatus at the approximate bleeding point. In 
my experience, applying local pressure in this man- 
ner practically always obviates the need for the very 
unpleasant postnasal pack. A small piece of packing 
forced tightly into the inferior meatus against the 
bleeding vessel will stop the bleeding and will stay in 
place several days. No additional packing anteriorly or 
posteriorly is required. The pack may be removed with 
forceps or it may be pushed out into the nasopharynx 
(Figure 2). 

The Postnasal Pack. For the occasional patient with 
postnasal bleeding in whom a local pack under the 
inferior turbinate is ineffective, the customary post- 
nasal pack must be used. It is best to construct such a 
pack so that it fits only one posterior choana, and 
leaves the other choana open. Furthermore, the pack 
should not compress the eustachian tube. If it does, 
the patient may complain of a blocked ear or a painful 
ear resulting from serous otitis, hemotympanum or 
otitis media. The pack is made of gauze into which 
stout silk sutures are sewn to give it shape and to pro- 
vide a means of traction. It is then impregnated with 
petrolatum. A very convenient postnasal pack is pro- 
vided by cutting a “Med,” a‘large vaginal tampon in 
half and adjusting the tampon so that the two strings 
are again at the center. A third string may be sewn to 
the opposite end to help withdraw the pack (Figure 3). 

The pack is firmly seated by pulling it into the pos- 
terior end of the bleeding nostril by means of two 
heavy silk sutures or strings attached to a previously 
passed nasal catheter. The strings pulled out the 
front of the nose are tied around a folded piece of 
gauze. Another string is left dangling in the pharynx 
at the level of the soft palate. Traction on this string 
allows easy removal of the pack. One should avoid 
bilateral packing and sutures tied around the columella 
of the nose. Generally 48 hours is long enough to 
leave a postnasal pack in place. If the patient bleeds 
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Figure 3. (Left) Method of cutting and trimming Med tampon. 
(Right) Tampon with second string (or suture) in opposite end for 
easy removal. Postnasal tampons should be small and tapered so as 
to occlude only one choana. They should not be permitted to obstruct 
the eustachian tube. 


after the pack is removed, it is replaced in the same 
manner. 


BLEEDING FROM ETHMOIDAL ARTERY 


Occasionally vigorous bleeding comes from between 
the septum and the middle turbinate high in the nose. 
Such bleeding is from the anterior ethmoidal artery, 
a branch of the internal carotid artery. A small piece 
of petrolatum packing wedged tightly between the 
septum and middle turbinate will check the bleeding. 
This packing may be placed with or without lateral- 
ward fracture of the middle turbinate. 


Common Errors 


1. Packing. Improper packing of the nose is com- 
mon. Sometimes yards of petrolatum gauze are packed 
into both sides of the nose, yet the patient continues 
to bleed. The gauze packing serves only as a wick for 
the blood; it has not afforded pressure where pressure 
is needed. Even in the anterior type of nosebleed in 
which the bleeding vessel may be easily seen, packing 
may be pulled out of the still-bleeding nose by the 
yard, all of it having been inserted behind and beyond 
the bleeding site. 

Oxidized cellulose has no place in the management 
of the usual nosebleed. Such products have some 
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value in the rare patient who may bleed from many 
points in the mucous membrane. Then the use of 
Gelfoam is preferable. Oxycel forms a friable black 
mass in the presence of blood and greatly complicates 
further evaluation. 

Postnasal packs are usually constructed too large 
and occlude both choana instead of just one. They 
often compress the eustachian tube, causing ear symp- 
toms. The use of postnasal packs should be avoided 
whenever possible for two reasons: First, the postnasal 
pack is exceptionally uncomfortable. Second, post- 
nasal packs are too often used as an expedient to con- 
trol bleeding, when a more careful examination would 
have disclosed bleeding from a site amenable to local 
packing. 

2. Bilateral Bleeding. Patients rarely bleed from both 
sides of the nose simultaneously. If blood comes from 
both sides, it is because of rough instrumentation in the 
nonbleeding side, or because blood passes behind the 
nasal septum from one side to the other. Patients with 
blood dyscrasias or with severe facial fractures may 
bleed from both sides; others should not be expected 
to so bleed. 

3. Arterial Ligation. Ligation of the external carotid 
artery for epistaxis is rarely indicated. It must be re- 
membered that not all of the nasal blood supply is de- 
rived from the external carotid artery; bleeding may 
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come from branches of the internal carotid artery. In 
these cases, the ethmoidal vessels may be ligated. 
Again, such a procedure is rarely required. Neverthe- 
less, many carotid ligations have been done to control 
epistaxis. In most instances, more efficient packing 
would have served better. 

4. Transfusions. One should not be too eager to give 
a transfusion to a patient with epistaxis (who is not in 
shock). Often it is better to wait a few days to allow the 
bleeding vessel to heal or thrombose before transfu- 
sions are given. Kept at bed rest, patients require less 
oxygen (and hence less hemoglobin) than when active. 

Hemoglobin determinations performed immediately 
after a nosebleed may not represent the patient’s true 
condition because of hemoconcentration. Hemoglobin 
values should be rechecked when fluid balance seems 
to have been restored. 

5. Pharmaceutic Preparations—Their Misuse. When 
nasal packing is improperly placed and the patient 
continues to bleed, doctors sometimes prescribe some 
drug that is supposed to control bleeding. Almost 
every year, a new drug is offered to the medical pro- 
fession for the control of nosebleeds. Except in rare in- 
stances in which the patient is bleeding because of an 
actual deficiency of vitamin C or vitamin K, such prep- 
arations have no value. 


Use of drug therapy in treatment of nosebleeds js 
harmful because it causes the physician to rely upon a 
medical treatment for a surgical condition. Th doctor 
administers parenteral therapy instead of removing 
poorly placed packing and repacking accurately at the 
bleeding site. Many drugs have been recommended and 
used in the treatment of ordinary nosebleed. Instances 
in which use of these drugs seemed effective should be 
re-evaluated. It must be remembered that time is a 
factor in nosebleeds. Given enough time (whether or 
not these products are being used) most nosebleeds 
will stop spontaneously. 

The best parenteral therapy for the patient with 
ordinary epistaxis is morphine. The best pharmaceu- 
tic agents for topical use are adrenalin and chemical 
cauterants. 

6. Death from Nosebleed. 1 have never seen a patient 
die because of nosebleed. Many patients become very 
pale and may experience shock, but they do not die. 
(Some authorities have reported death from coronary 
insufficiency secondary to severe nosebleed, but such 
instances must be extremely unusual.) When a patient 
bleeds enough to go into shock, his blood pressure 
falls and his bleeding almost always stops. Thus, there 
tends to be a check on the amount of blood a patient 
can lose from epistaxis at any one time. 


HERE'S A HELPFUL HINT... 


For Suturing a Small Laceration 


CHILDREN seem especially prone to small lacerations of a 
size that requires three stitches. The accompanying illustra- 
tion depicts a method of inserting a “three-in-one” stitch 
that has the advantage of speed—a notable asset when the 
patient is a squirming youngster. Another advantage is that 
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the tension of each loop is free to equalize with the other 
loops. With individually placed sutures, tied when a child 
is anything but quiet, one or two sutures may be too tight 
or too loose. 

When the “three-in-one” suture is to be removed, a 
single cut suffices (as illustrated above), or the suture can 
be removed in three pieces if the patient is docile. 

—Georce M. ELLs, 
Connersville, Indiana 
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x Good mental health practice guides patients 
in the direction of happier and more fruitful lives. 
The fundamental quality in good mental health guidance 
is the personality of the physician himself. 
In his own life practices, he must have achieved the goals 
he seeks for his patients. Patients can be taught 
more satisfying and realistic values only by those 
who have such values themselves. Then, consistent common sense 
will ultimately gain the respect and cooperation 
even of unreasonable people. 


Mental Health Principles—In Practice 


CHARLES E. GOSHEN, M.D. 


Director, General Practitioner Education Project 
American Psychiatric Association 


Washington, D.C. 


Mosr OF THE MATERIAL we read about mental health 
attempts to show that ‘“‘mental health is a big prob- 
lem,” or “mental health is wonderful,” or ‘‘mental 
health is neglected.” However, very little is written 
about what the practice of mental health consists of. 
The family physician, the public schools, the colleges, 
the courts and parents are constantly being reminded 
that they had better do more about the mental health 
of their patients, their clients, their students or their 
children, but the business of what they might do about 
it is usually put off to the next chapter that nobody 
seems to get around to writing. 

It can be said, appropriately, that the practice of 
mental health principles is involved in all human re- 
lationships. And such practice can be divided just two 
ways: (1) good mental health practices, and (2) poor 
mental health practices. Our concern, therefore, will 
be that of defining what is “good” practice. This, we 
can say, consists of those qualities in human relation- 
ships that have the characteristics of being reasonable, 
human, cooperative, honest, responsible, far-sighted, 
considerate, warm, friendly, democratic and tolerant. 
Poor iental health practice would, conversely, be 
characterized as unreasonable, cruel, corrupt, reck- 
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less, short-sighted, unkind, unfriendly, dogmatic, in- 
tolerant, autocratic, dominating and exploitative. 


The Physician’s Own Attitudes 


The very essence of good mental health practice lies 
in the fact that it is literally a practice. In other words, 
it does not consist of being “for” something in an 
abstract way, but of practicing something in a-voncrete 
and consistent way. The physician does not engage 
in good mental health practice when he merely advises 
his patients to “relax,” but rather when he demon- 
strates, through his own activities, a relaxed way of 
living, of working, of relating, of meeting problems. 
His own manner, his posture, his tone of speech, his 
way of working will either succeed or fail in showing 
his patients a relaxed way of doing things, in propor- 
tion to whether or not he is relaxed himself. The pur- 
pose of emphasizing these points goes beyond the 
simple admonition to “practice what you preach.” 
The people who are in the greatest need of mental 
health guidance are the very ones who need most to 
see an actual example of good practice in operation 
before they can grasp its significance. Unfortunately, 
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also, they are the first ones to point out the incon- 
sistencies between what we physicians say and what 
we do. 

All of us are concerned, in a far-reaching way, with 
the problem of our own self-esteem, or pride. What 
we base our self-esteem on, what we do in life to 
preserve it, or elevate it, or destroy it, has a great deal 
to do with determining what kind of people we are. 
The unreasonable people we meet (and they may be 
known as neurotics, psychotics, delinquents, people 
with psychosomatic problems or maladjusted people) 
generally base their self-esteem on goals that are self- 
defeating. As a result, they tend to struggle greatly for 
self-esteem, but seldom succeed in securing the self- 
esteem or self-confidence they are fighting for. For 
example, they may be more interested in trying to 
make other people think they are smart, or “nice,” or 
competent than they are in actually being so. Since 
they do not make the effort to be so, they do not suc- 
ceed in making people think they are so, thus defeating 
themselves. In order to create the impression of being 
intelligent, they may “show off,” creating the impres- 
sion, not of being intelligent, but of being a “‘show-off.”” 

In contrast, the person who engages in good mental 
health practices is one who bases his self-esteem on 
being something desirable through the practice of de- 
sirable qualities. For example, he is more interested in 
deserving attention than he is in getting it. He makes 
more effort to know than he does in making people 
think that he knows. He takes more pride in doing a 
good job than he does in getting credit for the good 
job. He works harder at being a friendly person than 
he does at trying to get others to be friendly toward 
him. 

Although these remarks are intended to assist the 
physician in his orientation to the principles of mental 
health in his medical practice, it will be noted that 
little distinction is made between the references to the 
physician himself and the references to the patients. 
This is no accident, for it emphasizes the most funda- 
mental quality in mental health guidance, that is, the 
personality of the therapist himself. It can not be said 
that all physicians are qualified to conduct psycho- 
therapy. Those who are not qualified may actually 
have more technical knowledge of psychiatry than 
those who are. The real difference lies in the implica- 
tions of all of the preceding remarks. The physicians 
best qualified to guide patients in the direction of 
happier, more fruitful lives are those who, in their own 
life practices, have achieved those goals. Psychotherapy 
consists, ultimately, of teaching patients a more reason- 
able, more satisfying, more realistic set of values. This 
can be done successfully only by those who hold such 
values themselves. Probably most physicians have 


106 


achieved this level. If this is true of you, then \ ou can 
proceed with confidence to help your patients clo like. 
wise. Otherwise, it may be just as profitable fo: you as 
for your patients to seek assistance elsewhere. 


Consistency and Common Sense 


Unreasonable people will try to convert the physi- 
cian to their way of thinking. If they fail, they are 
likely to get angry with him. If they succeed, they will 
have contempt for him. They will try to control the 
therapeutic situation, but if they succeed, they work 
against their own interests. They will put more effort 
into trying to put across their points than in paying 
attention to what the physician is trying to do. These 
are the factors that make psychotherapy challenging 
and sometimes difficult. They impose upon the physi- 
cian the necessity of being incorruptible. If the physi- 
cian unswervingly sticks to what he knows to be 
common sense and avoids falling into the trap of be- 
lieving that the patient requires some special kind of 
approach, he can go a long way toward helping the 
patient. A consistent common-sense attitude on the 
part of the physician, in which he refuses to get ex- 
cited and refuses to recommend reckless measures, is 
one that ultimately wins the respect of the patient. 
When the patient finds that the physician can be 
trusted to stick to what he knows to be sensible, he will 
be influenced even though he may still get angry. 

One of the most important points to remember about 
judging psychotherapeutic results is this: common 
sense seeps in an unspectacular way into a patient’s 
way of doing things. We get good results when the 
patient begins living in a calmer, more sensible way, 
and this is not likely to look very startling, except in 
contrast to the old way of living. Because good results 
may look so commonplace, they may not be quickly 
recognized. It is often claimed that the process of 
psychotherapy takes a lot of time. This need not be 
true, but what is true is that it may take a long time 
to appreciate the change that has taken place. After 
several months, the physician, friends and family of the 
patient begin to realize that there have not been so 
many fights, or weeping spells, or crises in general as 
there used to be. Actually, the effects of psychotherapy 
have been there, but time must pass before they be- 
come apparent. 

To leave no doubt about what we mean by “com- 
mon sense” let us list some of its characteristics: It 
is, above all, practical, in the sense that it seeks the 
most workable way of doing things. It is far-sighted, 
always keeping in mind the future as well as the im- 
mediate results of any action. It is both reasonably 
cautious and reasonably ready to take a chance. lt 
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appreciates the many subtle little ways in which cir- 
cumstances change, so that decisions need to be modi- 
fed by these changing circumstances—in other words, 
itis flexible. It has, as well, the quality of appropriate- 
ness, in that it recognizes that the timing of an action 
can be as important as is the nature of the action. 
Common sense is marked by a quality of being neither 
excited nor monotonous, but maintains a degree of 
variety without being impulsive. 


A physician who puts common sense into his own 
practice (personal and professional) is doing half the 
job of psychotherapy; that is, he is setting a common- 
sense example for his patients. When the occasion 
arises for him to delve into a patient’s emotional prob- 
lems, the groundwork for solving them has already 
been laid. He already has a reputation with the patient 
for being sensible. This will command the respect he 
needs in order to gain the patient’s cooperation. 


HOW TO EXPLAIN TO PATIENTS. . 


Exophthalmic Goiter 


I ensoyeD Dr. H. Glenn Bell’s method of explaining 
uncontrolled thyroid to his patients by analogy to 
the governor on an engine (GP, September, 1957). 
In my office, I explain thyroid gland function by 
analogy to the burning of fuel inside an old coal 
stove. Some of my patients are not mechanically 
minded enough to understand the governor on an 
engine, but almost all of them are experienced in 
operation of a ¢oal stove. I compare the thyroid 
in the human body to the draft door on the stove. 
Opening of the draft door permits entrance of more 
oxygen, and the fire burns faster. This is what 
happens in a patient with overactive thyroid. Closing 
of the draft door cuts down the oxygen and the fire 
burns slower. This is the case in the patient with 
underactive thyroid. 


Joseru A. Cassipy, M.D. 
Cresson, Pennsylvania 


GP March 1958 


107 


hysi- 
are 
will 
| 
vork | 
ffort 
ying 
hese 
ging 
Lysi- 
Lysi- ay 
be 
| 
the 
3 
ent. 

non 
nt’s N 
the 
vay, 
ults 
ime 
fter 
the 
| $0 
las 
apy 
be- 
iit 
the ‘ 
red, 
im- 
ibly | 
| 


The early diagnosis of injury to abdominal viscera by blunt 
or indirect trauma will often prevent death from hemorrhage 


or infection. Following evaluation of the circumstances, 


' a and after painstaking examination, a period of careful observation 


may be advisable. Repeated examinations may reveal the need 


\ for surgery. Sometimes operation will reveal a hematoma 
in the abdominal wall. In any event, suspicion of hemorrhage 
\ or of leakage from the bowel warrants immediate, direct, systematic 
, examination of all the intra-abdominal viscera. 


Nonpenetrating Abdominal Trauma 


MANUEL E. LICHTENSTEIN, M.D. 


Cook County Graduate School of Medicine and Northwestern University Medical Schoo 


Chicago, Illinois 


NONPENETRATING ABDOMINAL TRAUMA occurs frequently 
and varies in severity from the trivial, inconsequential 
and transient to the most extensive, disabling and life- 
endangering. In some instances, the injury is barely 
noticed. Yet, death ensues from loss of blood or from 
infection that develops in so subtle a manner that only 
the coroner can reveal the sequence of events. No slight 
abdominal injury should be neglected, and no exten- 
sive abdominal injury should be regarded as hopeless. 
The diligence with which the effort is made to deter- 
mine the presence of injured intra-abdominal viscera, 
and the thoroughness with which proper treatment is 
carried out determine the final outcome. 

Exploration of the abdomen, done while the oppor- 
tunity for surgical repair is yet possible, is better than 
the regret that accompanies an operation done too 
late or the demonstration of reparable injuries at au- 
topsy. It is necessary, therefore, to keep in mind in- 
juries to the viscera when circumstances indicate the 
‘possibility. Etiologic factors provide the circumstances. 


Etiology 


Indirect trauma is frequently responsible for abdom- 
inal injuries due to an increase in intra-abdominal 
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pressure without external violence. Causative factors 
are straining on defecation or urination, vomiting, 
coughing, sneezing, lifting heavy objects, pulling, 
pushing, stretching, indulging in unaccustomed exer- 
cise, standing at attention for long periods, stumbling 
on or missing a step and as a consequence of sponta- 
neous or induced convulsions. An example is shown 
in Figure 1. 

Direct trauma, due for example, to the kicks, blows 
and falls of sporting events, is responsible for injuries 
to the abdominal wall and the abdominal viscera. More 
important are the sudden violence of automobile or 
other transportation accidents, the collapse of build- 
ings and dwellings, and falls from scaffolds, ladders or 
high windows. In industry, blunt trauma may be in- 
flicted by the kick-back from electric power saws or 
other mechanical devices. The “do-it-yourself” pro- 
gram started as a fad, but many inexperienced me- 
chanics and engineers have injured themselves with 
devices with which they are unfamiliar. Patients with 
blast and crush injuries need careful study to rule out 
intra-abdominal injuries. A history of trauma associ- 
ated with any of these factors should excite in the doc- 
tor suspicion that an intra-abdominal injury has oc- 
curred. 
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A patient who has sustained injuries to other parts 
of the body may have intra-abdominal injuries also. 
Such patients warrant most careful study, for an un- 
necessary laparotomy is not without danger in an in- 
dividual with related cerebral, thoracic or skeletal 
trauma. On suspicion alone, every patient with an ab- 
dominal injury should be held for observation even 
when initially there are no findings. 


Causes of Death 


The causes of death from nonpenetrating abdominal 
injuries are hemorrhage, peritonitis and the effects of 
concomitant injuries to the head, thorax or the skeletal 
structures. In every instance of nonpenetrating ab- 
dominal trauma, complete examination of the patient 
is imperative in order to detect other injuries that may 
be present. Failure to examine other parts of the body 
frequently is responsible for negligent treatment of 
other injuries that may become disabling or that may 
terminate fatally. 

Needless to say, a thorough medical history is essen- 
tial—especially in elderly patients. There may be other 
disabilities such as cardiac, renal, hepatic, cerebral or 
diabetic; there may be allergies to drugs, excessive 
use of drugs or there may be a tendency to bleed. 


Diagnosis and Treatment 


Diagnosis and treatment are carried out simulta- 
neously, with attention directed to the life-saving 
measures immediately indicated by inspection of the 
patient. 

A clear airway must be present. A sucking wound 
of the chest must be closed. Obvious external bleeding 
must be controlled. Concealed hemorrhage must be 
combatted by the administration of whole blood, 
plasma or plasma substitutes. . 

In many instances, the patient does not appear ill 
after sustaining a mild or moderate injury. Every pa- 
tient should have a complete physical examination. 
The entire abdominal wall must be examined (Figure 
2). When the examination discloses no immediate evi- 
dence of internal injuries, the patient may desire to 
go home or continue on to his intended destination. 
The patient should be told of the possible consequences 
of the accident, and a period of observation while rest- 
ing in bed should be advised. It is a mistake to lose 
sight of a patient with potentially serious but slowly 
developing complications. For those who have imme- 
diate symptoms of abdominal distress or pain, and 
whose physical examination discloses the likelihood of 
internal injuries, a more elaborate plan of management 
is followed. 
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Pain is not a constant symptom in visceral damage. 


When pain is persistent, an estimate of the probable 
extent of internal injury should be made. For example, 
an injury to the lower left chest or the left upper quad- 


Figure 1. Indirect trauma. Straining on defecation has been followed 
by perforation of sigmoid diverticulae but rupture of large vessels 
has also taken place. (a. upper left) Displacement of the left 
ureter indicates a mass which developed following straining on 
defecation. (b. upper right) Foilowing removal of the clots and 
closure of the perforation of the opening in the left internal iliac 
artery. (c. below) Method of closure. 
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rant should focus attention on the spleen. Injury to 
this organ is frequently the cause of death from hemor- 
rhage. A strong suspicion that the spleen has been 
injured warrants abdominal exploration. Injuries to 
the pelvis often involve the bladder, rectum or urethra. 
On the right side of the abdomen, injuries to the liver, 
right kidney and duodenum must be suspected. Peri- 
umbilical injuries may involve the small and large 
bowel, pancreas and diaphragm (Figure 3). The rectal 
examination may disclose blood in the bowel. 


Tue NEED FOR EXPLORATION 


The decision to operate depends on what evidence 
of internal injury is found immediately, or what evi- 
dence develops in the course of a reasonable period 
of observation. It is this time that must be well spent. 
The following plan has been of help to determine the 
need for exploration. 

1. A catheter is inserted into the bladder and all 
urine is collected. Its volume is measured, and its con- 
tent of blood, albumin, casts or cells noted. 

2. A Levine tube is passed into the stomach and 
suction is applied. This will prevent distention and 
facilitate surgery when the latter becomes necessary. 
Accurate data are kept on the volume and the char- 
acter of the fluid aspirated from the stomach. 

3. The patient is given nothing by mouth except 
a mouthwash. One liter of 5 per cent solution of dex- 
trose in water is given intravenously at the rate of one 
drop per second. 

4. Blood is typed and crossmatched in case trans- 
fusion becomes necessary. It is better to have this done 
without haste in every instance of suspected hemor- 
rhage than to await an urgent demand for blood, and 
risk an error in typing or crossmatching. 

5. Roentgenograms are made with the patient in 
the horizontal and in the vertical or left lateral posi- 
tions. These are useful in detecting pneumoperito- 
neum, soft tissue shadows, viscera displaced by hema- 
toma formation, elevation of the diaphragm, free fluid 
in the peritoneal cavity or fractures of ribs, spine or 
pelvis. 

6. A chart is used to record: (a) blood pressure; 
(b) pulse and respiration rates; (c) hemoglobin esti- 
mation, red blood cell count and hematocrit; (d) the 
presence or absence of bowel sounds; (e) urine and 
gastric contents. Re-examination is made often to note 
changes that indicate either hemorrhage, peritonitis, 
urinary extravasation or bleeding into the urinary or 
gastrointestinal tracts. 

Patients with abdominal trauma are frequently 
brought to the hospital so promptly that diffuse peri- 
tonitis has not yet been established, and evidence of 
hemorrhage is not yet obvious. In some instances peri- 
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Figure 2. The abdominal wall. Note the top (diaphragm) and bot. 
tom (pelvic floor), often neglected in abdominal injuries. 


Figure 3. On suspicion alone, injured abdominal viscera may be 
diagnosed from the history and physical examination. 


tonitis due to necrosis of bowel from an injured mes- 
entery may take place after several days. This empha- 
sizes the need for repeated examinations. Special tests 
are of value such as amylase determinations in sus- 
pected pancreatic injuries. 


Clinical Observations 


Injuries to the abdominal wall and the lower thoracic 
wall are usually painful. Examination for internal in- 
juries is difficult and requires the evaluation of all 
clinical and laboratory data to establish a diagnosis. 
Hemorrhage alone is rarely painful and close observa- 
tion with repeated clinical and laboratory studies 1s 
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required. Peritonitis is always painful but the degree 
of pain is influenced by the duration, the amount of 
chemical contamination and the rapidity of bacterial 
growth. Age, a strong physique and the presence of 
shock alter the reaction to pain, and these factors must 
also be considered. 

A rapid pulse with falling blood pressure, hemo- 
globin, red cell count and hematocrit indicates hemor- 
thage. A rapid recovery from shock with a small amount 
of blood would indicate little hemorrhage has occurred. 
However, failure of shock to respond to continuous 
blood transfusions does not necessarily mean con- 
tinued or extensive hemorrhage, for peritonitis, too, 
may he responsible for shock. Here there is danger of 
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giving too much blood, resulting in pulmonary edema. 
Repair of leaking perforations in the gastrointestinal 
tract is a necessary resuscitative measure in peritonitis. 
Resuscitation should continue during and after opera- 
tion until shock is overcome. 

Muscular rigidity, absence of intestinal sounds, and 
signs of shock are evidence of leakage from an injured 
hollow viscus into the peritoneal cavity. Surgery should 
not be delayed. Most unfortunate is the retroperitoneal 
rupture of the duodenum. This may be neglected be- 
cause of the absence of an early peritoneal reaction. An 
x-ray showing free air about the right kidney is an aid 
to diagnosis. Injuries to the jejunum and ileum may be 
unaccompanied by pneumoperitoneum and many hours 
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Figure 4. The rectus sheath syndrome. Note relation of rectus muscle 
to ribs and symphysis pubis. 
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may elapse before signs of spreading peritonitis are 
manifest. Thus it may be necessary to repeat an x-ray 
study. 

It is difficult at times to distinguish between muscle 
rigidity in response to peritoneal irritation and muscle 
spasm due to direct or indirect trauma. The presence 
of normal bowel sound would speak against perfora- 
tive peritonitis. An injury to the deep epigastric yes. 
sels with hemorrhage into the abdominal wall may be 
confusing. Here too, normal bowel sounds would sug. 
gest an abdominal wall injury. 

Retroperitoneal hemorrhage, kidney injuries and 
fractures of the spine are frequently followed by ady- 
namic ileus. In all of these, bowel sounds may be ab- 
sent or diminished. However, hemorrhage may be de- 
tected by a fall in hemoglobin, red cell count and 
hematocrit; renal injury by the urine examination and 
pyelogram; and, a spinal injury by x-ray studies, 
Spinal shock without vertebral fracture may result in 
ileus and inability to urinate. This must be evaluated 
in the case study. 


Recrus SHEATH SYNDROME 


The rectus sheath syndrome is an entity character- 
ized by the sudden or gradual development of a hema- 
toma within the rectus sheath due to rupture of the 
rectus muscle. There is hemorrhage from the deep 
epigastric vessels (Figure 4). General appearance of 
the patient frequently resembles that of one with a 
serious intra-abdominal pathologic condition. The 
tenseness of the hematoma is frequently mistaken for 
muscle rigidity. 

The important factors in distinguishing this syn- 
drome from other abdominal conditions are: a care- 
fully-taken history concerning the onset and course; 
the physical examination, noting in detail the local 
condition ; distinguishing between muscle rigidity and 
a tumefaction in the muscle; and a recognition of the 
peculiar limitation to the rectus sheath. When, be- 
cause of a mistaken diagnosis, an intra-abdominal con- 
dition is suspected and surgery is undertaken, the 
operation will disclose the hematoma and the site of 
active bleeding. Bleeding may be controlled, the hema- 
toma evacuated and the damaged muscle removed. 
Healing usually follows without complication. 

Spasm of the rectus muscle frequently follows injury 
to the chest and is limited to the side that is trauma- 
tized. Similarly, injuries to the abdominal wall on the 
right side are frequently associated with fixation of the 
right side of the chest owing to spasm of the muscula- 
ture. A right rectus injury is associated with a restric- 
tion of respiration and diminished breath sounds on 
the side of the wound with no evidence of bronchial 
obstruction or atelectasis. The relation between the 
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chest and abdomen when there is no pathologic change 
which involves both is shown in Figure 4. The inter- 
costal nerves play a role in this phenomenon. 

Blood in the pleural cavity also may be responsible 
forrectus muscle spasm. Abdominal exploration should 
be avoided when the clinical and x-ray studies do not 
indicate an intra-abdominal injury and there is sufficient 
thoracic injury to account for the abdominal pain. 


HerntatION Due TO TRAUMA 


Disruptions of fascia result in herniations, especially 
in those parts of the body which have notable fascial 
weaknesses. In some instances of blunt trauma with 
rupture of the thoracic diaphragm, herniation of the 
abdominal viscera into the thoracic cavity occurs. This 
may not be detected for many months, while in other 
instances immediate symptoms appear and the condi- 
tion is promptly recognized. An example is shown in 
Figure 5. 


Urinary Tracr INJurRyY 


When blood appears in the urine, specimens are 
collected in separate containers at intervals. Frequent 
examination is made to determine the amount and the 
persistence of renal bleeding. Bladder injuries may be 
suspected from the presence of blood in the urine 
when the kidneys are not involved in trauma. When 
renal injury is suspected, an intravenous pyelogram 
to demonstrate an efficient kidney on the opposite 
side is important. The inadvertent removal of a solitary 
damaged kidney will, of course, be fatal. In injuries to 
the bladder, the desire to void repeatedly is more char- 
acteristic than any other symptom. A cystogram may 
be necessary to demonstrate the defect, but rupture or 
leakage also may be demonstrated when the opaque 
medium used for the intravenous pyelogram clears 
through the kidneys and enters the bladder. 

Rarely is an injured kidney so severely damaged that 
immediate removal is necessary. Conservation of the 
kidney should be the practice. Surgery should be done 
only when it is obvious that further delay is not con- 
ducive to the recovery of the patient. 


Conditions for Surgery 


A strong suspicion that the patient is bleeding in- 
ternally or a hollow viscus is leaking warrants abdom- 
inal exploration. When the physical examination, x-ray 
study and laboratory data indicate that an intra-abdom- 
inal or serious abdominal wall injury is present, surgery 
should be done without delay. Delay favors deteriora- 
tion and often death. 

Whole blood transfusions, antibiotics, tetanus anti- 
toxin or toxoid as indicated and intravenous dextrose 
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Figure 5. Abdominal trauma. Rupture of diaphragm. Incarceration 
of stomach with obstruction at esophagus and duodenum. Gastric 
dilatation. 


solutions to maintain hydration and kidney function 
should be provided. Sedation is necessary. The use of 
narcotics is guided by the severity of the pain and the 
physical status of the patient. 


Principles of Surgical Management 


1. Relaxation of the abdominal musculature is nec- 
essary for a thorough examination of the abdominal 
viscera. Ether, administered through an endotracheal 
tube, is most satisfactory. 

2. The primary incision should be long enough to 
permit full exposure of the site of injury and complete 
examination of all the viscera. A thoracic injury co- 
existing with an abdominal injury may require either 
a transthoracic or a thoraco-abdominal incision in 
order that the associated chest injury may be repaired. 
Diaphragmatic defect must be repaired. 

3. Control of hemorrhage is the best safeguard against 
shock and deterioration of the patient during or after 
surgical intervention. Torn mesenteric vessels must be 
ligated to prevent an enlarging hematoma in the space 
between the leaves of the mesentery. 
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4. A systematic examination of the viscera must be 
made—keeping in mind that small intestine, transverse 
colon and sigmoid colon may move away from the site 
of abdominal trauma because of a mobile mesentery. 

5. All gastrointestinal wounds must be closed. A 
single unsutured perforation may make the most ex- 
tensive operation useless. Special note should be made 
of the following sites. 

Duodenum. Injury to this organ is frequently fatal 
either because of delay or neglect. Extensive mobiliza- 
tion is necessary for adequate visualization and the 
repair of wounds without tension. The hepatic flexure 
of the colon is displaced inferiorly by severance of the 
hepatorenal ligament, and the peritoneum on the 
lateral side of the duodenum is incised to turn the 
organ medially. Fistula formation is a formidable sequel 
to inadequate closure of a rent in the duodenum. The 
use of a Chaffin tube and suction to maintain a dry 
field will aid in healing of this complication. 

Colon. Fixed portions of the colon require mobiliza- 
tion for complete examination. Injuries to the colon, 
sigmoid and intraperitoneal rectum are sutured. A 
cecostomy is made for decompression when necessary. 
Exteriorization is done for bowel with extensive in- 
juries to itself or its mesentery when a resection can- 
not be done safely or when the condition of the patient 
warrants this limited procedure. 

Rectum. Wounds of the extraperitoneal rectum are 
managed by sigmoid colostomy in discontinuity. Drain- 
age of the perirectal space through a post-anal incision 
is done. A large Pessar catheter is inserted within the 
anal sphincter to permit exit of any discharges. 

6. Excision of devitalized or severely damaged bowel 
and removal of foreign material should be done with 
restoration of continuity by the type of anastomosis 
that can be done readily. Ileostomy must be avoided. 

7. Drainage of the contaminated retroperitoneal 
space and the subphrenic space in liver damage is 
necessary. 


is accompanied with drainage of the perivesic: space. 
An indwelling catheter is necessary to mainiain ay 
empty bladder. 

9. The five solid viscera in the abdomen are noted. 

Kidneys. Rarely is it necessary to remove a kidney 
immediately after injury is sustained. Howeycr, con- 
tinuous bleeding into the bladder or the development 
of a progressively enlarging hematoma may make ur- 
gent surgery necessary. 

Liver. Active hemorrhage from injuries to the liver 
may be controlled at times by packing with Gelfoam, 
Loose fragments of liver and other accessible foreign 
bodies are removed. Liver suture should be done when 
possible. Drainage through a subcostal incision is es- 
sential. These drains must be left in place for at least 
one week to ten days. In extensive pulping or fractur- 
ing of the liver, hemorrhage continues and control of 
bleeding is at times difficult. 

Spleen. Injury to the spleen results in massive hemor- 
rhage either immediately or after some delay. Splenec- 
tomy is the procedure of choice. The danger of late 
hemorrhage warrants laparotomy on suspicion if clin- 
ical evidence and x-ray studies indicate that a hema- 
toma is present about the spleen. 

Pancreas. Injuries to this organ are repaired. Drain- 
age of the retroperitoneal space and lesser peritoneal 
cavity must be provided. 

Adrenals. Only rarely are these glands involved. Re- 
pair and control of bleeding are attempted and devital- 
ized portions are removed or transplanted. 

10. Closure of the abdominal wound is made with 
precautions taken to avoid evisceration. Drains leave 
through stab wounds. Exteriorized loops of large bowel 
pass through openings separate from the primary 
incision. 

All figures are from CHRISTOPHER’S TEXTBOOK OF SURGERY 


edited by Loyal Davis, M.D. 6th ed., W. B. Saunders Co., Phila- 
delphia, 1956. 


Hamsters 
and the 
Common Cold 


For WHAT APPEARS to be the first time, a hamster has been infected with a common cold. This 
makes the hamster the only animal other than the chimpanzee to be susceptible to it, accord- 
ing to Reginald L. Reagan, Eddy Palmer, Frances S. Yancey, Sing Chen Chang, and A. 
L. Brueckner in an article in the September Archives of Pathology, published by the AMA. 

Four strains of cold virus (MR, C, RLR, and D) were taken from human beings. 


The viruses were given to suckling hamsters by nose. After from three to seven days, several 
sucklings in each group given the viruses exhibited the typical symptoms of a cold. Other 
hamsters were exposed to the nose and throat washings from a person who had not had a cold 
in the past year. None of these animals caught colds. However, when they later received 
virus material from the hamsters with colds, they developed the typical signs. The hamsters 
that originally had colds did not develop them when given virus material a second time.— 


Science, 124: 883, 1956. 
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8. Repair of a torn or perforated wall of the bladder 
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SOME YEARS AGO, I encountered a former student who 
was practicing in a small community in Indiana. He 
said that one of the many lessons he learned in medi- 
cal school, the significance of protein deficiencies, had 
proved quite useful in his practice. When asked the 
details, he told me of his method of treating virus 
pneumonia, with which he had considerable personal 
experience. The customary treatment, he found, was 
merely symptomatic. But he noted that under such 
care, patients soon developed anorexia, subsisted on 
liquids, fruit juices, soups, etc., and lost much weight. 
When the infection had subsided, they were too weak 
to return to work. It generally took one or two months 
before they had regained their weight and strength. 
He then decided to apply nutritional therapy from the 
onset. He was gratified to see a prompt restoration to 
full activity shortly after the acute phase was over. He 
summarized his program in a few words: “‘I treat virus 
pneumonia with codeine and protein.” 

This story, though oversimplified, exposes a com- 
mon defect in the customary dietary care of the 
seriously sick individual. This is the tendency for the 
physician to let nature take its course as to nutritional 
intake. This means that the patient’s appetite alone 
determines what he eats and drinks. There is one ex- 
ception : vitamins are usually prescribed. Indeed, it is 
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Protein deprivation is common in the routine care 
of most patients suffering from serious or protracted medical 
and surgical diseases. This deficit is aggravated by catabolic loss 
of tissue protein, loss of high-protein fluid into areas 

of inflammation and the atrophy of disuse. 

Attention to protein intake from the onset will minimize 

the consequences of this deprivation. Helpful methods include 
high-protein drinks, tube feeding, protein hydrolysate infusions 
and sometimes blood transfusion. 


The Clinical Importance and Therapy of Protein Deficiency 


ROBERT ELMAN, M.D. 
Saint Louis, Missouri 


probable that few patients in this country fail to re- 
ceive daily a mixture of vitamins as a capsule, or, if 
unable to eat, as an injection. This therapy is as- 
sumed to absolve the physician of responsibility for any 
further nutritional care. Yet few patients, even before 
the days of vitamin therapy, ever showed the well- 
known signs of various vitamin deficiencies. Moreover, 
vitamins are really only food accessories and are quite 
ineffective, even in correcting vitamin deficiencies, un- 
less they are given with an adequate intake of the foods 
with which they are associated. For example, a patient 
with a thiamin polyneuritis will receive no benefit 
from thiamin alone, but only when thiamin is given 
with carbohydrate. 

The important practical point to be made at the out- 
set of this discussion, therefore, is that the physician 
must consider the intake not of one but of each of the 
six nutritional elements of the diet as part of his basic 
program of therapy, from the very beginning. Indeed, 
it is difficult to separate one nutriment from the other 
since all are so interdependent. 

In actual practice, however, it is the protein intake 
that is most generally neglected. It is the purpose of 
this discussion to emphasize this particular aliment, 
although at the same time it should be repeated that 
one must not rely upon protein alone to meet the 
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Figure 1. Progressive hepatic impairment during protein depriva- 
tion. The two curves show increasing dye retention as dogs are main- 
tained on a protein-free but otherwise complete diet adequate in 
water, calories, vitamins and minerals. At autopsy the livers were 


nutritional needs. Protein must be given along with 
adequate amounts of water, carbohydrates, fat and 
vitamins. 


The Nature of Protein Deficiencies 


As every physician must surely know, most patients, 
seriously or even moderately ill, spontaneously limit 
their nutritional intake almost entirely to liquids con- 
taining sugar, usually some minerals and vitamins, but 
practically no protein. The initiating reason is, of 
course, loss of appetite. Primary anorexia leads to a re- 
duced intake that in turn provokes malnutrition that, 
curiously enough, increases anorexia. Thus, a vicious 
cycle is produced. The persistence of anorexia is 
probably due more to protein deprivation than to any- 
thing else. At least this was the conclusion in a careful 
study of restricted diets of various types designed to 
treat hypertension. It was observed that anorexia ap- 
peared early and most prominently in the diets that 
were deficient in protein. 

A reduced intake of protein may be of little practical 
consequence if it does not persist—when the illness 
lasts but a few days in a patient well nourished at the 
start. Theoretically, however, any protein deprivation 
is undesirable. A reduced protein intake is of real con- 
sequence if the pat) :nt is already malnourished or if 
his illness is prolonged. 


Basic Causes 


Depletion of body protein due to protein depriva- 
tion in the diet is greatly increased by the increased 
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large, low in protein content, and showed what pathologists call 
‘*hydropic degeneration.” (Illustration from the author’s mono- 
graph, “Parenteral Alimentation in Surgery.”’ Courtesy Paul B. 
Hoeber, Inc.) 


rate of tissue protein breakdown accompanying most 
diseases, particularly infection, extensive injury and 
operation. In such cases, a great reduction in the 
amount of essential protein tissues has been actually 
demonstrated by direct measurement and particularly 
by the tremendously increased excretion of nitrogen 
in the urine. A third factor is the actual loss of plasma 
protein and hemoglobin from hemorrhage or extra- 
vasation into areas of trauma and inflammation. A 
fourth factor is the loss of skin, bone and muscle pro- 
tein due to the atrophy of disuse. 


DETECTION OF PROTEIN DEFICIENCY 


Protein deficiency is hard to detect early. As it 
progresses, it is generally reflected clinically by loss of 
body weight, weakness, anorexia, nutritional edema, 
indolent-looking wounds, hepatic impairment (Figure 
1) and finally by death itself. Body weight may be 
deceptive since it can so readily be influenced by loss 
or gain of adipose tissue and body water. True loss of 
body weight would not be deleterious if it were limited 
to the adipose tissue. Unfortunately, however, with an 
increased loss and practically no intake of protein, 
essential protein tissue such as liver, kidney, circulat- 
ing hemoglobin and plasma protein become depleted. 

Many laboratory tests are available, such as con- 
centration of the hemoglobin and plasma proteins, and 
measurement of nitrogen balance. Unfortunately, the 
first two may be indecisive, the latter difficult to do. 
In actual practice, the history and the physical ex- 
amination are the most feasible way to detect the ex- 
istence and degree of protein deficiency. Indeed, one 
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may be reasonably sure that any patient deprived 
of a normal protein intake during any serious illness 
will develop a protein deficiency. 

One needs only to view the average patient with a 
long-lasting medical illness, with an extensive frac- 
ture, especially a compound fracture, or with a severe 
burn two or three weeks or months after onset to 
note the frequency of serious malnutrition and other 
cinical manifestations of protein deficiencies. 


General Considerations in Therapy 


One might suppose that a simple solution to the 
problem of protein intake would be to order a normal, 
well-balanced diet. This answer is often impractical, 
for it overlooks anorexia that is often so profound in 
the sick patient that he will rebel and refuse to take a 
well-balanced meal. In fact, there is some evidence to 
indicate that during the acute phase of disease, the 
patient should not be called upon to consume a full 
diet. This is obviously so when it induces vomiting or 
distention. Though he cannot or should not be made 
toeat 2,000 calories, he may be able to tolerate a smaller 
amount. Yet the diet should still contain an adequate 
proportion of each nutritional element in order to 
minimize or even obviate the possibility of any serious 
type of deficiency. To reach this objective, what sort 
of restricted diet should the patient be asked to take? 
How much of the six nutritional elements will be 
sacrificed? Let us discuss each in order. 

Water, of course, demands primary consideration 
and must be adequately supplied, regardless of cir- 
cumstances. Deprivation of water even in a healthy 
individual is incompatible with life for more than a 
week. Minerals and vitamins as needed are so small in 
amount they offer no problem. 

As to the caloric component, carbohydrates and fat 
occupy about 85 per cent of the bulk of the normal 
diet. It is apparent that lowering this portion would 
be the answer to the need for a small daily intake. This 
answer is also in accord with the ready availability of 
fat depots which are physiologically meant to yield 
missing dietary calories, especially if enough carbo- 
hydrate is supplied to prevent ketosis. Thus it would 
seem logical that in making up the emergency or 
stress diet (or the initial intake of the cachectic pa- 
tient), the caloric intake may be temporarily reduced. 

An adequate intake of protein, fortunately, offers 
little of a quantitative problem, since it forms but 15 
to 20 per cent of the bulk of the normal diet, and there- 
fore can readily be maintained. 

The evidence in favor of this idea of providing full 
Protein but restricted calories is somewhat conflict- 
ing, at least in the formulation of “survival rations” in 
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Figure 2. A high protein drink. On the left in the glass is a liquid 
suspension containing skimmed milk powder and other food sub- 
stances to yield the nutritional equivalent of all the food on the right. 
Such liquid drinks may readily be made by the dietitian and will 
usually be accepted by the sick patient unable or unwilling to con- 
sume a normal tray. Ready-made powders are also available; some 
contain all the nutritional elements in proper proportions for mak- 
ing such a high protein drink, which can be ordered as often as 
indicated. 


normal individuals as investigated by the Armed 
Forces. However, in studies in the sick individual, 
especially after the lapse of one week, there is no doubt 
that a diet restricted in calories but adequate in protein 
will result in a much smaller wastage of protein tissue. 
A far better clinical state will result than with any 
type of intake without protein at all. This is in accord 
with the idea expressed by J.M.Allison that there is 
considerable evidence in favor of a balanced intake 
between protein and calories. Thus, without protein, 
a high caloric intake may be worse than a low caloric 
intake, for it may lead to fatty liver, nutritional edema 
and other obvious clinical abnormalities. 

How can these general considerations be applied to 
specific clinical problems? 


‘TEMPORARY STRESS DIET 


First, let us consider a patient who has suffered an 
extensive injury to his pelvis. He requires rest in bed, 
has no urinary tract injury, and presents merely the 
problem of time before the healing process is complete. 
The physician in charge is interested in preventing 
serious protein or other nutritional deficiencies and 
orders an adequate well-balanced diet. The patient 
himself has very little appetite and refuses to consume 
the full, well-balanced meal on the tray. In practice, 
he nibbles at the solids, drinks the fruit juice and 
coffee. He may blame this inability to eat upon the way 
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1, Normal well-bal- 

anced diet at rest 70 250 50 2000 
2. Temporary stress 

diet 70 150 10 1000 
3. Hyperali- 

mentation 100-400 400-1000 100-300 3000-7600 


Table 1. 


the food is prepared. In any case the practical problem 
is one of maintaining a temporarily restricted “stress” 
intake. This the physician must solve. In some cases, 
he can do so by a show of interest, a word of encourage- 
ment or a bit of persuasion. Often, however, it is 
necessary to take a positive stand and decide upon a 
minimal nutritional intake that is ordered much as 
one would order medication (or vitamin pills). 

Since many patients find it difficult or even refuse 
to chew solid food, but will swallow liquids, the easiest 
solution is to devise a drink that, the patient can take 
three or four times a day (Figure 2). 

The total intake should be as high as possible, but 
during the acute phase, the patient may refuse to 
take more than 1,000 calories. If so, of what shall 
this 1,000 calories consist? As indicated in Table 1, 
it should contain at least 70 Gm. of protein and 150 
Gm. of carbohydrate (and fat). The simplest intake 
might be one and a half quarts of whole milk, which 
contains about 1,000 calories. However, the protein 
content would be low (about 50 Gm.). Skimmed milk 
powder, which contains 35 per cent protein and 55 per 
cent carbohydrate, can be used itself or added to 
whole milk to yield a drink that has a higher total 
protein content. Skimmed milk powder has the ad- 
vantage of being cheap and easy to prepare. Milk, 
however, lacks certain necessary vitamins such as 
vitamin C, and has very little iron. These, of course, 
could be added. Another defect of whole or skimmed 
milk is its large content of sodium and calcium, which, 
in a case of extreme malnutrition, may promote nu- 
tritional edema or renal calculi respectively. Many 
physicians find it more convenient to use prepared 
mixtures in powder form, containing vitamins and 
minerals in suitable concentration. When mixed with 
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the necessary water, they provide a balanced high 
protein drink, the amount of which may be ordered at 
will. 

Such a simple drink represents, of course, 2 iini- 
mum intake to be limited to the acute stage of the 
injury. As soon as appetite returns, this intake should 
be increased rapidly to 2,000 calories, the usual 
requirement of the patient at rest in bed. The amount 
of protein can then be increased 75 to 100 Gin. or 
more, plus more calories. As soon as the patient is 
able to eat a regular diet, he does so, but may use the 
high protein drink if he needs it to correct more 
rapidly any protein deficiencies that have developed 
in the meantime. 


HYPERALIMENTATION 

As a second example, let us consider the patient 
with a severe burn whom the physician sees not from 
the very beginning, but later in the course of the 
disease. The patient is obviously undernourished. 
Here there is not only the problem of preventing 
further protein loss, but one of correcting an existing 
protein deficiency. Studies have shown that, in many 
of these seriously malnourished patients, the actual 
amount of lost protein tissue reaches 2,000 to 3,000 
Gm. Since in such a case an intake of 70 to 100 Gm. 
of protein a day will serve just to keep the patient in 
status quo, it is necessary to increase the protein in- 
take in order to restore the large amount of lost pro- 
tein tissue. 

As a rough approximation, an extra 100 Gm. of 
protein, if all were assimilated, would correct a 2,000 
Gm. deficit in 20 days. The daily protein intake should, 
therefore, be 200 Gm. or more, plus an adequate 
amount of water, calories and other food elements 
which may be called hyperalimentation (Table 1). 

The benefits of such hyperalimentation have been 
well described by Goodman and Garvin. In my ex- 
perience I have been able to give a cachectic patient 
with a duodenal ulcer as much as 400 Gm. of protein 
and 6,000 or 7,000 calories a day in preparation for 
gastric resection (Figure 3). Ordinarily, however, too 
much time should not be taken for preoperative 
nutritional preparation, inasmuch as rapid nutri- 
tional restoration is usually possible only after the 
surgical lesion itself is corrected. 

The dramatic change in the clinical behavior of 
severely malnourished patients after even partial re- 
storation of protein deficiencies is often quite obvious, 
even to the patient himself. It should be emphasized. 
however, that hyperalimentation must be reached 
gradually. One starts with a small intake of 1,000 to 
2,000 calories and gradually increases the total 
amount of caloric intake. 
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FEEDING 

Anorexia may be so profound that some cachectic 
patients will refuse to take a high protein drink, or 
they may rebel at hyperalimentation which is necessary 
to correct severe deficiencies as rapidly as possible. 
In such cases, it is necessary to resort to tube feeding, 
a procedure that in the past was somewhat barbaric 
and fell into deserved disuse. The procedure, how- 
ever, has been so modified in recent years, particularly 
by the use of a small plastic catheter introduced through 
the nostril into the stomach, that it may be considered 
both safe and feasible. The presence of such a tube is 
scarcely felt by some patients. Sometimes it cannot 
even be seen since it is transparent. Although milk 
or other liquids may be used, a suspension of a prop- 
erly powdered formula that will not clog even a tiny 
catheter has certain advantages. With a few simple 
precautions, the author and his coworkers have used 
such a method in a series of 7,000 tube feeding days, 
with serious diarrhea in less than 2 per cent, and 
aspiration in none. An example is shown in Figure 4. 


PARENTERAL PROTEIN FEEDING 


Parenteral feeding is indicated in patients who can 
take nothing by mouth, either because of obstructive 
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Diets 


lesions or of severe gastrointestinal disease associated 
with intractable vomiting. It may also be useful in 
patients with fistulas, and in some with diarrhea. In 
other cases, oral feeding is precluded in order to 
keep the gastrointestinal tract at rest for one reason 
or another. In terminal malnutrition, death is in- 
evitable without parenteral feeding because the gastro- 
intestinal tract becomes unable to take and absorb 
even water. 

In actual practice, parenteral injections are fre- 
quently used, often for the correction of water and 
electrolyte deficiencies due to vomiting, and also for 
the introduction of needed food elements, usually 
after abdominal operations. In most cases, the phy- 
sician is satisfied with solutions of glucose, electrolyte 
and vitamins. Many do not use protein hydrolysates 
as a means of parenteral protein feeding. They feel 
that this aliment is unnecessary, or have read or 
been told that parenteral protein given during the 
acute phase of injury or without full calories cannot 
be utilized. What are the facts? 

Assuming definite indications for the use of par- 
enteral feeding in patient A, one may well question 
whether an intake limited to glucose and water alone 
is any more justified than in patient B, who is able to 
take liquids by mouth, yet limits his intake to fruit 
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Figure 3. Preoperative weight changes in cachexia due to duodenal 
ulcer. In the first ten preoperative days, note the fall in weight under 
various types of nutritional intake. Part of this decrease may have 
been duc to loss of occult edema fluid. Note the phenomenal weight 
gain during the next ten preoperative days, when the nutritional 
intake was considerably increased, as shown in the figures (P— 


protein: Cal.—calories). On the last preoperative day, the patient 
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was taken off everything by mouth and fed intravenously in prepara- 
tion for gastric resection, which was uneventful. The patient, a 55- 
year-old engineer, returned home ten days later on a full, well- 
balanced intake, and has remained symptom-free. 


(From the author’s monograph, “‘Surgical Care,” page 189. 
Courtesy Appleton-Century-Crofts, Inc.) 
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juice, which is largely a solution of water and glucose. 
The metabolic and therapeutic principles are exactly 
the same in each case. To repeat, if the patient is on 
a limited intake of glucose and water for a few days 
and is well nourished at the outset, such protein 
starvation is probably of little significance, though 
theoretically undesirable. But if the patient is already 
malnourished or has been or will be ill for some days 
or weeks, it is just as important to provide protein 
nourishment when the parenteral route is indicated 
as it is when the patient takes his food by mouth. 

Up until a decade or so ago, this addition of protein 
food to the parenteral intake was impossible. At the 
present time it is now an accepted and extensively 
used method of therapy, thanks to the development of 
safe amino acid mixtures (protein hydrolysates). The 
amount of protein hydrolysate solution used in this 
country averages 2,000 liters a day. One hears no 
longer of untoward reactions. It is fair to say that it 
can be employed with the same safety as glucose 


alone. From the physiologic point of view, te in. 
travenous infusion of amino acids matches y!lucose 
alimentation, inasmuch as each enters the blood stream 
in the same form as it does after the oral ingestion and 
digestion of various proteins and starches, respec tively, 

The statement has sometimes been made tht oral 
is preferable to parenteral protein feeding, « state- 
ment that, of course, applies to all types of parenteral 
feeding, including that of water, glucose, minerals 
and vitamins. Actually, parenteral feeding, including 
glucose and protein, does not compete and should 
not compete with oral feeding. It competes only with 
starvation. The use of parenteral feeding with a mix- 
ture of carbohydrates and protein actually leads to 
the resumption of oral feeding at a much earlier time 
than does parenteral feeding with glucose alone. The 
reasons are obvious. A nutritional intake containing 
protein keeps the patient in a much better physiologic 
state. When healing has proceeded sufficiently, and 
the acute phase of an illness is over, the patient is 


Serum Albumin Hematocrit 
(Gm. %) Le 


Bigure 4 Lhe benefcial effect of postoperative tube feeding. The 
bahent was a 64-year-old man who was successfully operated upon 
for intestinal obstruction. Because of severe anorexia he refused to 
cat and became so weak that he finally took to bed after the loss of 
ISkg. in weight. Tube feeding was instituted because of his refusal to 
even drink anything but water and fruit juice. 

Note the consistent gain in weight, the positive nitrogen balance 
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and the increase tn the concentration of serum albumin and hemo- 
globin without transfusions. Although his appetite returned after 
the second week, the tube feeding was continued for a perwd of 30 
days, following which he took a full, well-balanced meal and 
returned home entirely well. The return of appetite after tube 
feeding in uncomplicated cachexia has been a uniform finding ™ 
these studies. (Courtesy JAMA, 156: 810, Oct. 30, 1954.) 


GP Volume Number 3 


ml 
th 
sti 
di 
i cl 
nl 
in 
b 
5 
is 
Body 
Gain (kilo, 0 
10 a 
P 
4 
7 
— 8 
t 
t 
6 at Body Weight 
4 
| 
4 20 | 
- 
N-Balance 
2 10 ar 
| 
“ 
| 
0 0 
Asthenic Anorexic Appetite 
Days 10 15 20 5 30 
|_| 


eam 
and 
ely, 
oral 
ate- 
eral 
rals 
ling 
uld 
vith 
to 
ime 
Phe 

ing 

gic 

and 


t is 


much more likely to resume a normal intake earlier 
than when he has been made to subsist on a protein- 
free intake for a period of weeks or months. Protein 
starvation in itself accentuates anorexia, as already 
discussed, and thus postpones spontaneous resumption 
of a normal intake. 

Any patient who is unable to take anything by mouth 
and whose intake must be provided by the parenteral 
channel should receive the same type of minimum 
nutritional intake that would be provided if he were 
able to ingest all of his food by mouth. This means an 
intake of at least 1,000 calories a day distributed 
between protein and carbohydrate in the ratio of 
about one to three. Two liters a day of a mixture 
containing 50 Gm. eaclr of hydrolyzed protein and 
glucose (or fructose) will yield a maximum of 800 
calories. The total calories can be increased to 1,200 
by increasing the carbohydrate concentration from 
5 to 10 per cent. Adding 5 per cent ethyl alcohol 
yields 350 calories to each liter (Table 2). Ethyl alcohol 
is also a good sedative, but has side effects that have 
deterred many surgeons from using it. Fat, for in- 
travenous use, when available, will solve the problem 
of increasing the caloric intake. 

The statement has frequently been made that the 
addition of protein to a limited caloric intake has no 
beneficial effect because positive nitrogen balance is 
not achieved thereby. This is not exactly significant, 
even if true, because ample studies have indicated 
that even if the patient is in negative nitrogen balance, 
the degree thereof will be reduced when protein is 
added. This is often true even after trauma where the 
destruction of protein is increased, and is especially 
true in the malnourished individual. Thus, even 
partially utilized protein is beneficial to the patient 
because, as expressed in an old adage, “A half a loaf 
is better than none.” 

Specific Examples. A typical example of the need for 
parenteral protein food is the patient who has had 
an abdominal operation and in whom one wishes to 
keep the gastrointestinal tract at rest until the patient 
is able to take liquid and other foods normally. This 
period may last from a few days to a week or more, 
depending upon the intra-abdominal diagnosis and 
the extent of the operative procedure. While oral 
intake in such a case should be restored as early as 
possible, it should be emphasized that more harm 
than yood will follow the premature use of oral fluids. 
This is, of course, shown by the development of vomit- 
ing and distention. It is far better to continue paren- 
teral feeding until there is evidence of return of nor- 
mal gastrointestinal activity. 

Another example is the preoperative preparation of 
obstructed patients. The addition of an amino acid 
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CALORIC CONTENTS OF PROTEIN HYDROLYSATE INFUSIONS 


Approximate 


Protein 
(Gm.) 


Total 
Calories 


1. 2 liters 5% glucose (or fructose) 

5% hydrolyzed protein 100 

2. 2 liters 10% glucose (or fructose) 

5% hydrolyzed protein 100 

3. 2 liters 5% glucose (or fructose) 

5% hydrolyzed protein, 

5% ethyl alcohol* 100 100 


1500 


An adequate amount of minerals for maintenance is already present in 
many of the solutions mentioned above now on the market, Vitamins to 


be added separately. 


*A solution furnishing 1,000 calories per liter has been extensively 
and satisfactorily employed in surgical patients by Rice and his col- 
leagues by increasing the carbohydrate content in this mixture. 


mixture (hydrolyzed protein) to the glucose which is 
usually given will aid in the prevention of further 
tissue protein deficiency or even lead to partial cor- 
rection thereof. 


or TRANSFUSIONS 


Blood, and especially plasma transfusions, have 
been recommended as a method of parenteral protein 
feeding in a patient unable to eat. While effective in a 
sort of roundabout physiologic way, there is a delay 
in the process. Any excess hemoglobin and plasma 
protein not needed in the blood stream to correct a 
deficiency therein leaves the circulation and is broken 
down by tissue proteases into amino acids and poly- 
peptides. Eventually they are used to replete protein 
tissues. The mechanism by which this occurs has 
been studied by Fuller Albright, who found that the 
process usually requires about ten days. 

As a practical method of parenteral protein feeding, 
blood or plasma is not only slow but expensive and is 
not without danger. Not the least of its disadvantages 
is the possibility of untoward reactions and of induc- 
ing homologous serum jaundice. For these reasons 
it is preferable to use hydrolyzed protein as a source 
of parenteral protein nutrition, reserving whole blood 
and plasma for the correction of deficiencies in the 
circulating hemoglobin and plasma protein respectively. 

The recognition of deficiencies in the circulating 
hemoglobin and plasma protein part of the blood is 
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not always simple, inasmuch as the concentration of 
these substances may be normal when in fact a de- 
ficiency in total blood volume exists. Unfortunately, 
blood volume determinations are often misleading due 
to errors in measurement or in interpretation or in 
-both. On the other hand, when hypoproteinemia and 
anemia are both present, transfusions are certainly 
indicated to restore concentrations toward normal. In 
general, it has been my practice, in preparing the 
extremely malnourished patient for operation, to give 
a small transfusion, say 250 to 500 ml. every other 


day for a total of one liter or perhaps two liters of 
whole blood, fearing that a deficiency does exist, 
Many surgeons have reported that patients so pre- 
pared withstand extensive procedures with much less 
risk, and fewer complications, observations with which 
I am in accord provided excessive and rapid trans- 
fusions are meticulously avoided. 


Dr. Elman died shortly after submitting his manuscript to GP. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


Nature of the Headache 


Tue severrty of the headache may vary greatly, but it is 
essential to recognize that mild or moderately severe head- 
aches may be found in brain tumor, and intensely severe, 
incapacitating headaches in tension states and in such 
functional disorders as migraine. The headache of migraine 
is often throbbing and ascends to a crescendo in its severity. 
That of brain tumor and other organic states varies so 
widely in severity and incidence that characteristic features 
are difficult to define. 

Useful information regarding the severity of the head- 
ache may be obtained by inquiry into the remedies that 
relieve it, and the conditions that aggravate it. A headache 
that is completely relieved by a single aspirin tablet cannot 
be regarded as severe, but neither can it be discarded as of 
no consequence in relation to organic disease. This merely 
indicates that the headache is mild. By the same token, 
headaches responding to no remedies are often found in 
psychogenic states. The headache of lumbar puncture is 
characteristically relieved by lying down. Many other types 
of headache are similarly relieved. 

Headaches are often increased by exertion and by 
coughing or sneezing. The headache of brain tumor and 
of subarachnoid hemorrhage is increased by coughing, and 
there are some headaches that occur only with cough, 
The headache of migraine and other forms of vascular 
headache are often increased rather than relieved by lying 
down, and this feature may be used in the differentiation 
of a vascular headache from some other form. 

Of particular importance are postural headaches which 
are present on change of posture of the head. These appear 
more often on extension of the head in looking upward, 
but they are found also on looking downward. They are 
sometimes associated with intense vertigo, vomiting and 
“blackouts” (Bruns’s syndrome), and they are indicative 
of third or fourth ventricle tumor or cyst. When present, 
if caused by the latter conditions, they are usually associ- 
ated with choked disc. —Prrry S. MacNEAL, M.D., BERNARD 
J. ALPERs, M.D. and R. M.D., Management 
of the Patient with Headache, pp. 14 and 15. 
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AMA's $10 Million 


Wuat DoEs THE American Medical Association do with al- 
most $10 million a year, and where does it come from? 
This is a question often asked. 

Dr. George F. Lull, AMA secretary-general manager, 
who outlined the AMA’s budget at the Southern Medical 
Association’s 51st annual meeting, said this sum goes for 
activities which affect “the daily lives and practice” of 
165,000 members, as well as the daily lives and practice of 
30,000 physicians who are not members of the American 
Medical Association. 

The $5,192,000 realized from dues and subscriptions 
last year didn’t even cover the $5,222,000 in printing costs 
for the Journal of the American Medical Association and 
other AMA publications. The $4 million-plus from ad- 
vertising and other sources covered the deficit and the 
expenses of all other departments. 

Biggest item: the public relations department, which 
spent almost $400,000. 

Next largest items were the Council on Medical Educa- 
tion and Hospitals, $376,000, and the Bureau of Health 
Education, $296,000. 

The breakdown of remaining expenses of the organiza- 
tion, rounded off to the nearest thousand, was: 


Washington Office ... . $227,000 


Council on Medical Service . 206,000 
Membership Records 202,000 
Bureau of Medical Economic Research . 173,000 


Biographic Records 155,000 


American Medical Education 


Overhead 119,000 
Law Department 111,000 
Bureau of Exhibits 109,000 


Council on Drugs 99,000 
Council on Industrial Health . 76,000 
Council on Rural Health . 68,000 
Council on Medical Physics 61,000 
Council on Foods and Nutrition . 56,000 


GP Volume XVII, Number 3 


} 
i 
f 
< 


883288 


The incidence of coronary thrombosis is APPARENTLY rising. 

When the growth of the aging population, improved 

diagnostic methods and more accurate reporting are considered, 
the increase has not been substantial. Relationships 

to emotional stress, diet, smoking and physical exertion 

remain unclear. Certainly, compensation awards are not justified 
(although angina pectoris and coronary insufficiency may be 
compensable in certain instances). Study and research have greatly 
improved the outlook for the patient with coronary thrombosis. 
Often, complete functional recovery occurs. Optimism is justified, 
for some day arteriosclerosis may be effectively prevented. 


Coronary Thrombosis: A 30-Year Progress Report 


ARTHUR M. MASTER, M.D. 
New York City, New York 


Tuoucu James Herrick described coronary thrombosis 
as a definite disease entity in 1912, it was seldom con- 
sidered and rarely diagnosed clinically, even in the 
early 1920’s. Patients who were stricken with it were 
said to have “‘acute indigestion,” and were treated with 
antacids and belladonna. The rare case of diagnosed 
coronary thrombosis was a clinical treat, to which most 
hospital clinicians and interns were attracted. 


With the early reports of Parkinson and Bedford of — 


England, and by Levine, Wilson and a host of other 
Americans, an increasing awareness of coronary 
thrombosis as a clinical entity developed. Its presence 
was suspected solely in the old and aged—rarely among 
the young. The pericardial rub, then considered to be 
almost a sine qua non for the diagnosis of coronary 
thrombosis, was diligently sought and often heard, 
probably because of the assiduous search. The mor- 
tality rate of the cases diagnosed was high, 50 to 60 
per cent on the wards of large hospitals. 

How times have changed! The diagnosis of “‘acute 
indigestion” is today immediately suspect, and a 
thorough examination to exclude coronary thrombosis 
is routinely made. The diagnosis of coronary throm- 
bosis has grown by leaps and bounds! Thousands of 
bona fide attacks now are known to occur daily—a 
million annually. Not only are the middle-aged or 
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elderly susceptible to its ravages, but also young, ap- 
parently healthy men and soldiers are known to be its 
targets. Coronary thrombosis is today one of the com- 
monest acute diseases on hospital medical wards. 


Is the Prevalence Increasing? 


To what factors can the apparently rapidly rising 
rate of coronary thrombosis be ascribed? Is it really a 
“new disease”? Is there an “epidemic” of coronary 
thrombosis, as the newspapers implied shortly after 
the President’s heart attack? Have New York State 
and New York City now the highest ratios of coronary 
thrombosis, as recently reported by the Federal Secu- 
rity Agency? Why did such brilliant nineteenth century 
pathologists as Aschoff, Rokitansky and Virchow, 
each of whom performed thousands of autopsy exam- 
inations, never report a single instance of coronary 
thrombosis? 

In our opinion, coronary thrombosis is not a new 
disease, nor has it “assumed” epidemic proportions. 
Aschoff, Rokitansky and Virchow never found a coro- 
nary thrombosis because they never looked for it. Ex- 
amination of the mummies of Egyptians, said to have 
lived two millenia before Christ, reveals evidence of 
arteriosclerotic coronary artery disease. The apparently 
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high incidence of coronary thrombosis in New York is, 
I think, probably due to this area’s higher standard of 
medical care, its relatively more numerous physicians 
and its many large medical centers (with the facilities 
that accompany them). 


STRESS 


The apparent increase in coronary arteriosclerosis 
is the result not merely of the stress and strain of 
modern life. We have no monopoly on worry and ten- 
sion. Ancient civilizations lived more troublesome lives. 
They, too, were affected by nameless mundane stresses, 
by daily insecurities and by fear of sudden death. 
Their ancient countless terrors of the supernatural are 
comparable with our modern dread of radioactive fall- 
out! Millions then died as a result of the ravages of 
infectious disease or of starvation. The plagues, the 
great fires, the maternal mortality and the early deaths 
all produced a degree of emotional insecurity among 
them, probably greater than our own. 


AGING 


Many other factors explain the increase in coronary 
disease in America and Europe. The aging of the pop- 
ulation is mainly responsible for the larger absolute 
number of cases. For, though the disease does occur 
among the young also, it is much more frequent among 
older persons. People are simply living longer than 
heretofore. Maternal deaths, deaths in infancy, child- 
hood and young adulthood have been drastically re- 
duced. Malnutrition is growing scarcer. The elderly, 
in 1957, are not more susceptible than the quinquage- 
narian or septuagenarian in George Washington’s 
time—there are merely more of them with us today! 
Until the nineteenth century, the average life span was 
only 20 to 30 years in many countries. 


Dracnostic MeTHops 


The present large number of documented cases of 
coronary thrombosis can also be attributed to the 
better investigative techniques now employed. The 
routine use of the 12-lead electrocardiogram more often 
establishes or corroborates the clinical diagnosis. Not 
only “classical” cases of coronary thrombosis, but also 
atypical ones, are now more easily recognized. The 
pericardial rub, still an interesting and informative 
finding, is no longer a requisite to confirm the diagnosis. 


ACCURATE REPORTING 


There are still other reasons for the apparent pres- 
ent increase in the number of cases of coronary throm- 
bosis. Before 1930, coronary artery disease was rarely 
listed as a prime cause of death. Other diseases were 
given preference to it in death certificates. With its 
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more frequent recognition, however, and following a 
change in nomenclature, coronary artery disease was 
increasingly recorded. In 1949, further clarification 
and accuracy in completing death certificates were re- 
quired by law. 

However, a fundamental question still remains: “Is 
the increase in coronary artery disease real, or is it 
merely due to the growth of the aging population, to 
improved diagnosis and to more accurate recording?” 
Omitting these factors, I do not believe that the in- 
crease has been a substantial one. 


Drtr 


Rich, fat food, high in cholesterol content, has only 
recently attracted the attention of many investigators. 
They attribute coronary arteriosclerosis and the in- 
creased incidence of coronary thrombosis to it. Timothy 
O'Leary of Boston, 25 years ago, advised curtailment 
of fat—his was but a single voice then. Nothing was 
heard of alpha and beta lipoproteins, of the Svedborg 
unit, of chylomicra particles, of Gofman’s atherogenic 
index, of saturated versus essential unsaturated fatty 
acids or of the iodine number of fats. The Eskimo used 
to be the favorite subject for study of the relationship 
between diet and mortality. Now it is the South 
African Bantu, the northern versus the southern 
Italian, the Japanese and the Chinese, who, in different 
parts of their countries consume food varying greatly 
in its rich fat content—all with the notion that such 
food, particularly saturated fatty acids, makes for 
atherosclerosis. Considerable evidence has been ad- 
duced to substantiate some relationship between the 
diet and the disease. An indictment of fat as a cause of 
the increased incidence of coronary thrombosis, how- 
ever, cannot be made, although there may be a basic 
disturbance of lipoid metabolism that is triggered or 
accelerated by certain fatty diets. 


SMOKING 


Tobacco, too, in excess, may play its part. Statisti- 
cally, at least, the use of tobacco has been found to be 
much more frequently correlated to heart disease than 
to pulmonary carcinoma. Here, too, complete proof is 


lacking. 


PuysIcaL EXERTION 


For years, it was believed that extreme physical ex- 
ertion as well as unusual emotional tension precipitated 
coronary occlusion. I do not think this is true! Hard 
work, ipso facto, does not cause coronary disease, 
though it may precipitate attacks of angina pectoris 
and coronary insufficiency in persons who already have 
underlying coronary artery disease. In our own studies 
of the last 25 years or more, proportionately less coro- 
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nary thrombosis was found in laborers than in seden- 
tary workers. This finding has been substantiated by 
English investigators, who also noted that those en- 
gaged in hard physical labor were less likely candidates 
for coronary disease. Nor does the increased emotional 
stress and strain of present day working and living tend 
to produce coronary disease. The high strung and the 
phlegmatic are equally susceptible to coronary occlu- 
sion. Amazingly enough, a state legislature recently 
voted compensation to one of its members, because the 
emotional stress of his occupation had allegedly pro- 
duced a coronary occlusion. 

For a clearer understanding of the incidence, the 
precipitating causes, and the compensability of coro- 
nary occlusion, coronary insufficiency and angina pec- 
toris, a clear distinction must be made between them. 
A generation ago, no such distinction between angina 
pectoris and coronary thrombosis was considered, even 
by internists as great as William Osler or James 
Mackenzie. As late as 1935, any severe cardiac pain, 
particularly when associated with changes in the elec- 
trocardiogram, no matter how minor or transient, was 
labeled ‘“‘coronary thrombosis.” The patient was put 
to bed for at least six weeks. Prevention of attacks was 
not attempted, nor was specific treatment given to the 
patient. Regardless of its subsequent course, one 
attack was enough to label a man a permanent cardiac 
cripple! 

We now know that it is of considerable prognostic 
and therapeutic value to differentiate angina pectoris 
from “coronary insufficiency” and coronary occlusion. 
Today, these three entities can be distinguished from 
each other clinically and electrocardiographically. 

Angina pectoris is the result of transient ischemia of 
the heart muscle. ‘Acute coronary insufficiency” re- 
sults from more prolonged and more severe ischemia, 
which may cause subendocardial necrosis. It occurs 
when the demand for blood and oxygen by the myo- 
cardium exceeds the supply. Characteristic RS-T seg- 
ment depressions appear in the electrocardiogram, but 
no deep Q-waves are found. Elimination of the immedi- 
ate precipitating cause will relieve or cure the condition. 


It has been found that a not uncommon cause of 
coronary insufficiency, after middle age, is sexual in- 
tercourse. The higher incidence of insufficiency in the 
older male, and his shorter life span may, in part, be 
due to his prolonged interest and indulgence in sexual 
activity, long after the libido of the female has waned. 
Coronary occlusion occurs when there is a complete ob- 
struction of a major coronary artery, usually with 
resultant through and through infarction of the affected 
myocardium, and pathognomonic electrocardiographic 
changes—Q-waves with reciprocal RS-T segment ele- 
vation and depression. 
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Disability and Compensability 


From the time of Herrick until about 1930, a patient 
who had an attack of coronary thrombosis was con- 
sidered to be totally and permanently disabled. He, 
his family, and even his physician, were all constantly 
apprehensive, and the least physical activity engen- 
dered much concern! Resumption of work was, there- 
fore, never considered. The burden of earning a liveli- 
hood necessarily fell upon wife, child, parent or state, 
unless the patient was fortunate enough to have disa- 
bility insurance. And what a fortune the insurance in- 
come seemed to be in those days! Who would be rash 
enough then to urge a patient to forego this unearned 
income, and to return to work to risk death? Few, 
indeed. Only a handful of us then insisted that work 
was good for both body and soul. 

Today, it is generally agreed that most patients, in- 
cluding the President of the United States, who have 
recovered from an attack of coronary thrombosis may 
resume light work two to three months after the attack, 
and gradually increase it. Complete functional recovery 
from an attack of coronary thrombosis now occurs so 
frequently, that even some insurance companies have 
begun to change their attitude toward the disease. 
They no longer automatically reject the subject of the 
attack as a totally uninsurable risk. Of course, the risk 
ts greater, and the annual premium, therefore, is in- 
creased. 

Since neither physical strain nor emotional stress is 
a direct precipitating cause of coronary thrombosis, 
the practice of awarding workmen’s compensation for 
this disease is wholly unjustified—yet numerous such 
awards are made daily by referees. In cases of angina 
pectoris and coronary insufficiency, on the other hand, 
strain and stress are commonly precipitating factors, 
and may, therefore, in certain instances, be compensa- 


ble. 


Treatment 


Therapy of coronary thrombosis, that so long has 
trailed the more spectacular improvements in its diag- 
nosis, has recently begun to show promise. It is prom- 
ising because of the better understanding of the 
physiology of the disease process. Many years ago, for 
example, it was considered essential that the patient 
be rushed to a hospital once a “‘coronary” had been 
diagnosed, regardless of the clinical condition. Now, 
ceteris paribus, the same adequate treatment is usually 
administered at home. 

Formerly, the use of oxygen in coronary thrombosis 
was limited to cases with shock and cyanosis. Its ad- 
ministration was cumbersome and difficult. Today, its 
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use is almost routine not only in hospitals, but also at 
home. It is easy to administer—and is now often given 
through light, plastic face masks. On a hot, humid day, 
the oxygen tent is comfortable. 

Formerly, morphine was given in large quantities, to 
ease the pain and allay the anxiety of the patient. This 
often produced respiratory depression, constipation, 
abdominal distention, nausea and vomiting, all of which 
were, in themselves, dangerous complications. While 
morphine is still, perhaps, the most useful drug, 
smaller doses are prescribed. Occasionally, substitutes 
like Pantopon or dihydromorphinone (Dilaudid) are 
employed. They do not tend to produce as dangerous 
side effects. For severe pain, meperidine (Demerol) is 
not so effective as morphine. 

Abdominal distention and constipation are today 
avoided by the careful attention paid to the bowels. 
Enemata are given with great care and with due regard 
to the patient’s physical condition, after the lapse of 
48 hours, not a week, as in the past. The complication 
of distention or fecal impaction is, therefore, not so 
common. 

Formerly, nitroglycerin was prescribed in frequently 
repeated doses, in the hope that the resulting coronary 
dilatation would ease the patient’s pain. It usually did 
not. On the contrary, it often superimposed a dan- 
gerous coronary insufficiency upon the already present 
coronary thrombosis. Nitroglycerin is now contraindi- 
cated in the treatment of acute coronary thrombosis. 

In the early days, a high fluid caloric diet, a so-called 
“cardiac diet,” containing 3,000 to 5,000 calories, with 
a high carbohydrate content, was prescribed in the 
very first days of the illness! This, as is now evident, 
caused distention, increased the work of the heart and 
produced disturbing gastro-cardiac reflexes. The 800 
to 1,200 calorie diet now given prevents such complica- 
tions. Moreover, a low calorie diet is often continued 
for a few weeks, and results in a desirable loss of body 
weight in those who are overweight. 

The initial shock, which formerly proved to be so fre- 

quently fatal, can now be often overcome by the early 
use of the new and promising vasopressor drugs. These 
are administered whether or not clinical shock is pres- 
ent, if the systolic blood pressure drops below 90 mm. 
Hg. 

Digitalis and quinidine, which were once routinely 
used, are now given only when specifically indicated. 

Anticoagulants were unknown a generation ago. 
Now, they are used routinely in severe cases, in pa- 
tients with shock, congestive failure or serious tachy- 
cardia, and in those patients who have a history of 
thrombosis or embolism. In such cases, the anticoagu- 
lants are often life-saving. Many physicians employ 
them in all cases of coronary thrombosis, mild or 
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severe. When one decides to discontinue the anti. 
coagulant drug, it should be tapered off gradually, 
since a definite rebound phenomenon of increased 
coagulability of the blood occurs after abrupt cessation 
of therapy. Whether the administration of anticoagu- 
lants during the impending phase of a coronary occlu. 
sion will prevent its occurrence still must be proved, 
Present day antibiotics were, of course, unknown a 
generation ago. Their use has enabled control of 
secondary pulmonary, renal and other infections, | 
prefer to prescribe an antibiotic routinely during the 
first days following coronary occlusion, although some 
physicians would disagree with this practice. 
Nausea, vomiting, and hiccups were in the past, as 
they are now, annoying and even dangerous complica- 
tions of coronary thrombosis. They occur less fre- 
quently at present, since the primary condition is 
recognized earlier, and since most patients are, there- 
fore, not quite so sick as they used to be. Patients are 
no longer overfed. The anti-motion-sickness drugs, 
e.g., meclizine hydrochloride (Bonamine), cyclizine 
(Marazine) and dimenhydrinate (Dramamine) quickly 
relieve the patient of the nausea and vomiting that are 
so discomforting. They are the “wonder’’ drugs of 
these conditions. Hiccups, too, may be very serious. 
Reassurance of the patient is the first essential of treat- 


ment of this complication. Many drugs and maneuvers 
—from sedatives to phrenicectomy—have been advo- 
cated. Each is sometimes efficacious. The phenothia- 
zine derivatives, like chlorpromazine, are very useful. 
They should be given with great caution, however, 
because of their potent hypotensive effect. 

Formerly, the patient was kept at complete bed rest 
for six weeks, in order to permit the myocardial scar 
to heal firmly. He was not moved; his bed linen was not 
changed; he was well fed three times daily. Today, 
prolonged bed rest is considered inadvisable, and 
early chair treatment is preferred by many. Commode 
or bathroom privileges are granted soon after the acute 
attack occurs, since the use of a bedpan is much more 
trying than the bedside commode or even the walk of 
a few steps to the toilet. While in bed, the patient today 
is advised to move his legs gently, in an attempt to pre- 
vent the development of phlebitis. Within three to four 
weeks, he is allowed to walk about his room. Of course 
it is essential that each patient be treated individually, 
and not according to any set rules. Physical, mental 
and emotional differences among patients demand 
varying individual approaches to their treatment. 

An attack of coronary thrombosis presents also 
social, economic and emotional problems. F ormerly, 
these matters were discussed in whispers, behind the 
patient’s back; or by the patient, “sparing his family” 
further worry. This is rarely the case today. All aspects 
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of the disease are freely discussed. Years ago, for 
example, the husband would make a most timid in- 
quiry as to the time sexual intercourse might be re- 
sumed. He would, of course, first ask his blushing wife 
to step out of the room. Now, not only does the wife 
remain but the teenager sits in on the conference! 

In the study of the possible factors that cause or 
affect coronary artery disease, interest has been 
focused on its relative infrequency in females, particu- 
larly in the premenopausal period. Experimentation 
has revealed that estrogens, in large doses, confer pro- 
tection in some species of animals fed atherogenic 
diets. Clinical application of this observation has, how- 
ever, not been successful. A balanced androgen-estro- 
gen preparation, calculated to exert the beneficial 
effect of the female hormone, yet retaining other desir- 
able biologic aspects, may soon be produced. 


Survival 


What are the prospects for survival after an attack of 
coronary thrombosis? How many patients live one, 
five, ten, 20 or more years? How many make a fair re- 
covery, a good recovery? Is there such a thing as a 
complete recovery, functional and/or anatomic? 

The old statistics are unreliable; from 1920 to 1940, 
there was usually no distinction made between angina 
pectoris, coronary insufficiency and coronary occlu- 
sion. Chest pain with any electrocardiographic changes 
was simply labeled ‘“‘coronary thrombosis.” Patients 
with definite coronary occlusion and infarction then 
were very sick; I believe they seemed much sicker, on 
the whole, than the average patient with this difficulty 
seen today. 

The immediate mortality varies now from 15 to 25 
per cent in hospital cases, but is still diminishing 
slowly. The best outlook is in private practice in the 
first attack, the mortality being between 3 and 5 per 
cent. In my own practice, it is about 3 per cent. This 
difference is undoubtedly due to the fact that sicker 
patients are more likely to be hospitalized. 

Assuming an immediate over-all mortality of 20 per 
cent, how many will survive one or more years? 
Coronary thrombosis is a disease in which the treat- 
ment and prognosis must be individualized. A great 
many variables must be considered. In general, those 
who recover, but subsequently develop heart failure, 
do badly, and their mortality rate is probably about 10 
per cent per year. At the end of five years, therefore, 
only about 30 per cent of these patients will be alive; 
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at the end of ten years, very few, if any, survive. But of 
those who have made a good functional recovery from 
acute coronary thrombosis, fewer than 5 per cent will 
succumb each year. After five years, therefore, at least 
55 per cent will still be alive; at the end of ten years, at 
least 30 per cent; at the end of 15 years, 5 to 10 per 
cent may be living. These approximations are based on 
the work of White and his associates, the investigations 
by Morris in England, the reports of my associates and 
myself, and the statistics of insurance actuaries. 

Does complete functional recovery occur following 
coronary thrombosis ? Yes. I am convinced that many do 
recover completely with the passing years. Their chest 
pain, dyspnea and weakness either disappear immedi- 
ately or gradually following their attack. We now have 
seen scores of patients who have had no symptoms 
whatsoever for from two to 20 years after an acute 
coronary occlusion with infarction. They live com- 
pletely normal lives, often work long hours and under 
tension, and occasionally even perform heavy manual 
work. 

Whether complete anatomic restitution takes place, 
I do not know. With time, thrombi are recanalized; 
coronary sclerosis, with its subsequent hypoxia, is as- 
sumed to be a stimulus to such recanalization. A good 
collateral circulation, however, is probably more im- 
portant than the recanalization of a thrombosed artery. 
In any case, restitution of the coronary circulation ap- 
pears to occur clinically. 

That coronary thrombosis was in the past, and is 
now a very serious disease, is unquestioned. However, 
improved diagnostic techniques, a high index of sus- 
picion, with resultant earlier recognition of the attack, 
a better understanding of the disease by both physi- 
cians and the laity, and a more rational treatment of 
the attack, have all had a share in a remarkably im- 
proved outlook. Continued study and research will 
still further improve the immediate and long-term 
prognosis of patients who suffer from coronary throm- 
bosis. The remarkable strides being made in biochemi- 
cal research and the daring operations even on indi- 
vidual coronary arteries justify great optimism for the 
future. 

The ultimate and not unreasonable hope is that 
arteriosclerosis, which is apparently a disease, and not 
an “inevitable result of aging,” may some day be 
effectively prevented, and that the now common dis- 
eases of the coronary arteries —angina pectoris, coro- 

nary insufficiency, and coronary thrombosis—will be- 
come rare clinical treats. 
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Balanced Obstetric Analgesia 


WILLIAM E. CRISP, M.D. 


Section on Obstetrics and Gynecology, Grunow Clinic 
Phoenix, Arizona 


Proper prenatal psychologic preparation is an essential basic 
sedative when labor begins. The pharmacologic approach 

to obstetric analgesia—using a hypnotic, an analgesic 

and an amnesic—ts the most satisfactory. The use of glutethimide 
(Doriden), meperidine (Demerol) and scopolamine in these roles 
provides “balanced” analgesia. There is a demonstrable reduction 
in the incidence of asphyxia neonatorum and delayed respirations. 


GEORGE L. DEAVER, M.S. AND NICHOLS VORYS, M.D. 
Department of Obstetrics and Gynecology, Ohio State University Hospital 


Columbus, Ohio 


OBSTETRIC ANALGESIA has been a paradox since man 
first overcame superstition and attempted to relieve 
the discomfort of childbirth. In every attempt to re- 
lieve it, there is a calculated risk of depressing the in- 
fant. Analysis of neonatal deaths reiterates the fact 
that injudicious sedation is a prime factor in fetal 
anoxia. Moreover, we are still ignorant of the part 
hypoxia secondary to delayed respiration plays in the 
future mental and physical potential of a child. 

As obstetricians, we cannot justify jeopardizing the 
future of one individual for the comfort of the other. 
Weare responsible to two individuals. Our goal, there- 
fore, can no longer be a comfortable mother and a live 
baby, but a comfortable, educated mother and a baby 
born under optimum conditions. 


Preparation 


Obstetric analgesia is usually described as relief of 
maternal discomfort during labor. In reality, however, 
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it begins during the first antenatal visit, when the pa- 
tient is reassured that all is well. 

Today, every physician giving good antenatal care 
uses the psychophysical approach in explaining to his 
patient the changes that she may expect during her 
pregnancy and the part she will play in the mecha- 
nism of labor. A few minutes during each visit—devoted 
to answering questions and discussing a facet of preg- 
nancy such as diet, exercises, breast feeding or anes- 
thesia—pay large dividends in terms of an informed, 
cooperative patient during labor. 


‘NATURAL CHILDBIRTH” 


Most physicians agree with Read’s premise that fear 
of the unknown causes tension and tension causes pail. 
However, many contest the extension of this theory 
when “natural childbirth” is stressed to the point of 
autohypnotism. This degree of emphasis, with result- 
ant fear of failure, creates tension and psychologic 
trauma, negating all positive value in this approach. 
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We prefer “educated childbirth” rather than “‘nat- 
ral childbirth.” There is nothing to be gained by 
jisregarding the intimate doctor-patient relationship 
that builds confidence for the impersonal group ap- 
proach, or by casting off the advances of scientific ob- 
stetrics for the traumatic “natural” delivery. We can- 
not, however, ignore the demands of patients who 
have been stimulated by the lay publications on 
natural childbirth.” If we are to guide this new en- 
thusiasm for the best interests of the patient and medi- 
cine, we must cooperate and make our influence felt. 


Hypnosis 


Hypnosis would appear to be the answer to the 
problem of obstetric analgesia. Kroger and DeLee have 
reported excellent results as have many authors. Hyp- 
nosis is not complicated, but it demands an intelligent, 
cooperative patient. Few hospitals can offer the neces- 
sary quiet and solitude in the labor room that is so 
necessary for the success of hypno-analgesia. Un- 


fortunately also, hypnosis is still viewed as something 
mysterious by the general public. In time, it may have 
an important place in the relief of the discomforts of 
labor. For the moment, however, it will remain in the 
hands of a few. 


ANTENATAL ANALGESIA 


During the last half of pregnancy, every attempt is 
made to keep the patient as comfortable as possible. 
The insomnia of the last trimester that aggravates the 
usual discomforts is well controlled by a nonbarbitu- 
rate hypnotic and sedative, glutethimide. In 0.5 Gm. 
doses, it provides four to eight hours of sleep without 
excitation or morning “hangover.” 

This drug has been found to be efficacious when 
there is a question of premature or false labor. Since 
glutethimide is rapidly absorbed, it will relieve the 
contractions of false labor. It has the additional ad- 
vantage of being metabolized rapidly. Thus, if the pa- 
tient is in true labor, the premature infant will not 
have the superimposed burden of sedation. This is al- 
ways a potential hazard when these patients are given 
morphine. 


Labor 


The discussion of the analgesics used in labor will 
be confined to the uncomplicated term patient. Anal- 
gesics are given with caution to patients in premature 
labor, bleeding patients and those patients with a com- 
plicating medical disease. The present efforts in 
obstetric analgesia are along three approaches: psycho- 
logic, anatomic and pharmacologic. It is well to utilize 
the advantages of all three approaches. 
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The psychologic approach has been discussed and 
most obstetricians utilize this method in preparing 
their patients for labor. Proper prenatal psychologic 
adjustment is an essential basic sedative. 

In 1942, some ten years after Cleland had delineated 
the pathways of obstetric pain and demonstrated how 
they could be blocked, Edwards and Hingson popu- 
larized conduction analgesia. Caudal analgesia has a 
definite place in obstetrics, especially in premature 
labors. This technique is relatively easy, but demands 
close observation by the. physician. Therefore, time 
and hospital personnel limit the application of this 
excellent anatomic analgesia. 

Because of limitations to the above two approaches 
to obstetric analgesia, the pharmacologic approach is 
the one most used in this country. 


Drucs 


Von Steinbuchal made the first recorded attempt at 
solving this problem pharmacologically in 1903, by 
using a combination of morphine and scopolamine 
known as “twilight sleep.” This technique, as well as 
the later use of large doses of barbiturates, was associ- 
ated with a high percentage of delay in fetal respira- 
tions. These attempts, however, did demonstrate 
dramatically that all of the analgesic drugs crossed the 
placental barrier and maintained an equilibrium con- 
centration in the maternal and fetal blood. This should 
not deter the use of analgesic drugs, but should es- 
tablish their use on pharmacologic principles. 

Flowers introduced the term balanced analgesia. 
This implies using drugs for their specific effects in a 
synergistic combination. 

To date, the best combination is that of a hypnotic, 
an analgesic—meperidine (Demerol)—and an amnesic 
—scopolamine. Barbiturates cause sedation without 
analgesia provided they are administered while the 
discomfort is well tolerated by the patient. Meperidine 
causes analgesia with little sedation and does not have 


’ the undesirable side effects of morphine. Scopolamine 


causes amnesia with minimal analgesia and sedation. 
Scopolamine has no depressant effect on the fetus. 

In addition to the specific effect of a drug, it is im- 
perative to know its rate of metabolism. 

Barbiturates are metabolized very slowly, only 2 
per cent per hour. The actual blood levels depend on 
the dose of the drug administered, but it must be re- 
membered that the plasma level obtained will remain 
for a considerable length of time in both the maternal 
and fetal circulation. 

Although the sedative action of the barbiturates is 
desirable, their prolonged effect was considered a 
detriment, especially when combined with a general 
anesthetic. Although there is promising work in 
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progress, there is at present no reliable antagonist to 
barbiturate sedation. 

Because of the above reasons the nonbarbiturate 
hypnotic and sedative, glutethimide, was substituted. 
In a study of 38 unselected patients who were given 
this drug in place of the usual barbiturate early in 
labor, there was, after four hours, never more than 
0.4 microgm. glutethimide per ml. of cord plasma as 
measured on the ratio recording spectrophotometer. 

The plasma level of meperidine falls almost 50 per 
cent within the first hour, and thereafter it is metabo- 
lized at the rate of 10 to 20 per cent per hour. Repeated 
administration does not result in accumulation of the 
drug. 

Although scopolamine readily crosses the placental 
barrier, no significant effect on the infant’s respiratory 
system has been noted. 


Technique 


The technique of administering successful analgesia 
depends on judgment of the individual’s requirements 
and her progress in labor. Patients vary as to their re- 
quirements and desires for analgesia. Therefore, there 
must be no routine schedule. Javert and Hardy demon- 
strated that it is hardly ever necessary to medicate a 
patient during the first half of the first stage of labor. 
It is at this time, usually shortly after the patient has 
been admitted, that we reinforce our psychologic 
preparation for labor, using 1.0 Gm. glutethimide 
orally. This dose has not been demonstrated to delay 
a well-established labor. 

As soon as the patient demonstrates that she is un- 
comfortable or if she is admitted in the latter part of the 


first stage of labor, she is given meperidine 5() mg. and 
scopolamine 0.3 mg. intravenously, slowly ove: a period 
of three minutes. 

This method gives immediate adequate analgesia 
with a known rate of detoxification. In the patients 
that have received glutethimide, it is seldom necessary 
to repeat the above dosage of meperidine, since it js 
known that glutethimide potentiates its action. Sco. 
polamine may be repeated if necessary after three 
hours. By utilizing the intravenous route of adminis- 
tration, the unpredictable lag period of intramuscular 
medication is avoided. The patient is at once aware of 
her analgesia and this reinforces her confidence in the 
management of her labor. Since all of the drugs used in 
this method of balanced analgesia are either rapidly 
metabolized or have no known effect on fetal respira- 
tion, the incidence of asphyxia neonatorum and delayed 
respirations should be minimal. This has been sub- 
stantiated by clinical observation. 

In a total of 76 patients who received this basic rou- 
tine, only seven patients whose progress in labor was 
misjudged and who, therefore, received their intra- 
venous meperidine within 40 minutes of delivery, had 
infants who did not cry spontaneously at delivery. 
Even this small percentage could have been avoided if 
one of the morphine antagonists had been given in- 
travenously as soon as the patient’s rapid progress had 
been noted. 

With this method of analgesia, general, conduction 
or local anesthesia may be used. However, it is impor- 
tant to bear in mind that general anesthesia intensifies 
the sedative effect of the analgesia used. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


The Older Years 


MAN is a social creature, and his personal medical care is 
derived from that status. Improvement in the management 
of his older years is based on these two facts. The structure 
of geriatrics depends on the exposition of the particular 
characteristics of the aging mechanism. The relationship 
between some early infectional states and pathologic pat- 
terns at a much later date in a much older body is often un- 
clear. Clinical patterns in older age do not necessarily lend 
themselves to ready identification, particularly if standards 
for younger years are applied. The chronic processes con- 
sist of both a number of specific conditions seen in a few 
older individuals and a host of general changes common 
to most older bodies. Geriatrics and allied fields must be- 
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come involved in study of the basic nature of both. 

All of these plans are linked to the notable failure to date 
to indoctrinate and to educate medical and allied scientific 
personnel in numbers even slightly approaching needs. 
There is nothing static to all of these masses of people and 
diseases. Even the lists of mortality tables have an un- 
familiar look. Reliance of the entire community on hospital 
construction alone is unrealistic. The future of this ma- 
turing science depends on an extension of individual medi- 
cal efforts, cooperative scientific study, and collective social 
efforts. When all of these are available, individuals will be 
able to achieve the fullness of their biologic possibilities, 
with the best control of diseases and the most thorough 
realization of their inherent qualities in a social form able 
to match these human potentials.—JoserpH T. FREEMAN, 
M.D., JAMA, 161:948, 1956. 
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Techniques for restoring physical activity and independence 

to the hemiplegic patient do not require specially trained persons. 
But they must be instituted during the acute phase following 

a cerebral vascular accident. Delays are responsible 

for the need for specialized and costly services. 

The goals of this program are the prevention 

of hemiplegic deformities, the prevention of disuse atrophy 

and training in ordinary activities of daily living. The basic rule 
for rehabilitation is: Never do passively for the patient those things 
that he can do, or learn to do, actively for himself. 


Preventive Techniques of Rehabilitation for Hemiplegic Patients 


NILA KIRKPATRICK COVALT, M.D. 


Winter Park, Florida 


PART OF THE TREATMENT to prevent physical helpless- 
ness and deformity for victims of cerebral vascular 
accidents should be started during the acute episode. 
No victim of a stroke need become helpless, deformed 
or bedridden for the remainder of his life. 

Unless the physician can be certain that the lesion 
that has developed from a cerebral vascular accident is 
avery minor or transitory one, it can be anticipated 
that deformities will start to develop within the first 
two or three days. These can be prevented in large 
measure by specific early treatment. A state of physical 
helplessness is engendered very rapidly in only a few 
more days. This depends upon the amount of waiting 
upon the patient that is done when he is conscious, 
and the effort that is made at least to show him how to 
use his unaffected arm and leg to perform the most 
simple acts. Prevention of deformity and helplessness 
saves time and money. The emotional impact of a help- 
less status also affects the patient and all persons with 
whom he is to be associated for the remainder of his 


life. 


Preventive Rehabilitation Techniques 


There are specific basic preventive procedures that 
need to be done, even though it may be impossible to 
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determine for several days whether the victim of the 
accident will live or die. Should he die, no harm will 
have been done, but if he survives, deformities will 
already have started to develop. Should he survive the 
first few days, additional preventive techniques need 
to be added from day to day. None of these is harmful 
to the patient. 
These preventive rehabilitation techniques are di- 
vided into three stages or phases. 
Srace I. Immediate Acute. 
First 24 hours for all patients. 
SracE II. Secondary Acute. 
A. After first 24 to 48 hours, usually for all 
patients. 
B. After 48 hours and through the first week if 
no hemorrhage has, or is, occurring. ° 
C. As soon after hemorrhage has ceased (usually 
seven to ten days). After this the procedures 
outlined under Stage II, B, are instituted and 
followed through in the same day-to-day 
sequence of increasing activity. 
Srace III. Early Convalescence 
Any nurse, aide or orderly in the hospital can be 
instructed in these basic, but simple procedures. Any- 
one caring for the patient in the home can be similarly 
instructed. These techniques are easily learned. They 
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Figure 1. Hemiplegic deformities. The involved leg immediately falls 
into external rotation. The knee almost invariably flexes. As soon as 
knee flexion occurs, abduction of the upper leg follows. The foot falls 
into plantar flexion, so there is always a foot drop and a shortening 
of the Achilles tendon. This position of the leg is assumed no matter 
if the leg is flaccid or spastic. 

The arm on the affected side is held against the body. A flail arm 
is often placed across the body for convenience in handling the 
patient, but if spastic, the elbow flexes to around 90 degrees. With 
the arm across the body, the wrist is dropped. If the arm is spastic, 
the fingers curl into a fist with the thumb adducted and flexed under 
the fingers. 


Figure 2. Incorrect elevation of head and feet. One or two regular 
pillows flex the head forward and obstruct the airway. If the pil- 
lows extend below the shoulders, this flexes the upper dorsal as well 
as the cervical vertebrae and rolls the shoulders forward. Lung 
capacity is decreased. The pectoral muscles are shortened. This 
tightens the shouider girdle, particularly limiting arm abduction. 

While this position increases the anticipated shoulder deformity 
of a hemiplegic, it is a detrimental position in many other illnesses. 
When head elevation is required, it is better to elevate the head of the 
bed rather than crank up the head rest or use pillows. 

Knee flexion, either by pillows or cranking up the foot of the bed 
increases the anticipated knee flexion deformity as well as the foot 
drop. With any amount of knee flexion, there is plantar flexion of 
the feet and shortening of the Achilles tendon if the soles remain 
Alat on the bed. 


require a little “know-how” combined with common 
sense. More fundamentally, they require a concept of 


the philosophy, goals and purpose of rehabilitation. 
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The initial and subsequent instructions should be pan 
of the over-all, but specific, orders the physician writes 
for each patient who has had a cerebral vascular 
accident. 

The majority of patients can be made almost, if not 
completely independent within the first month after 
the onset of the stroke, and even before they leave the 
hospital. Some must continue specialized treatment 
and training in activities of daily living, particularly in 
walking, after this time. Completed physical rehabilita- 
tion is Stage IV. During this period, certain patients 
will need to be furnished with short or long leg braces 
before they can walk securely. 

When no program of any type has been instituted 
until at least a month, or for even many months, after 
the onset of the illness, physical rehabilitation requires 
long weeks of training. Then, the assistance of physical 
and occupational therapists is required before de- 
formities can be corrected and physical independence 
can be achieved. While therapists can always facilitate 
treatment, even in the acute illness, regular personnel 
who are caring for the patient all day can adequately 
carry out the first three stages of treatment. They, like 
the therapists, work under medical direction. 


Hemiplegic Deformities 


The types of deformities that follow cerebral vascular 
accidents are basically the same, no matter the cause 
or extent of the lesion, or whether either flaccid or 
spastic paralysis is present (Figure 1). Residual dis- 
ability depends in large measure upon the extent to 
which the patient is taught to use all parts of his body, 
including the affected parts, to the utmost of all re- 
maining physical capabilities. 

Paralysis may or may not be present at the onset, or 
it may develop slowly, particularly with an expanding 
lesion. When paralysis is present or does occur in a 
conscious patient, it accentuates his apprehension. It 
certainly adds to the worries of the relatives. It is 
impossible to determine for varying, even long periods 
of time, if paralysis will be permanent or transitory. 
At the onset, the paralysis is most often flaccid in both 
the upper and lower extremities of the affected side. 
Some extremities may then become spastic, or the leg 
may become spastic and the arm remain flaccid. 

Flaccid paralysis of the ankle dorsiflexors and of the 
quadriceps is common in the leg. Complete or pattial 
flaccid paralysis of the hamstrings and hip muscles 
occurs more often than is realized and is frequently 
not discovered until a manual muscle test is done by 
a physical therapist a month or so after the acute 
episode. The deltoid, elbow, wrist and finger extensors 
are frequently flaccid. 


GP Volume XVII, Number 3 


de 
— 
te 
g 
= sl 
c 
= 
| 
| 
ae 


| be part 
Writes 
vascular 


if not 
th after 
eave the 
eatment 
arly in 
vabilita- 
patients 
braces 


stituted 
18, after 
equires 
hy sical 
re de- 
ndence 
cilitate 
‘sonnel 
juately 


like 


scular 


of the 
artial 
scles 
ently 
e by 
cute 
\SOTS 


nber 3 


Deformity and pain from abnormal muscle tensions 
develop rapidly. Joints stiffen and become painful 
upon attempted motion. Anatomically incorrect posi- 
tions can do as much harm to flaccidly paralyzed 
muscles as can the pull of spastic muscles. Spasticity 
exaggerates the pattern of the deformities that are 
bound to occur. When ignored, a deformity rapidly 
tends to become permanent. This is facilitated by the 
patient’s unwillingness to move or permit others to 
move various painful joints. 

The shoulder of the involved arm will stiffen in at 
least 48 hours. Even an unconscious patient may make 
grimaces or cry out with attempts to move the arm. 
All joints on the affected side may stiffen. After the 
shoulder, this stiffness is apparent very early in the 
hip, then in the wrist, fingers and elbow. 

The foot drop is increased or accentuated and the 
Achilles tendon further shortened when the bed 
clothes are pulled tightly over the feet and tucked 
under the mattress. 

When it is necessary for the patient’s head to be 
elevated, it is frequently done incorrectly for all pa- 
tients, not only the hemiplegics. With a hemiplegic, 
the incorrect position of the pillows rolls the shoulder 
forward, thus further tightening the shoulder girdle, 
particularly by the shortening and pull of the pectoral 
muscles (Figure 2). 

When the knees are in flexion, knee contractures 
are hastened. If the quadriceps are completely or par- 
tially paralyzed, the additional lengthening that occurs 
when the knee is kept in any degree of flexion weakens 
them still further. The stronger hamstrings tend to 
pull and hold the knee in flexion anyway. If the ham- 
strings are spastic, this only hastens the deformity. 

The foot has to be plantar-flexed if the feet are kept 
flat on the bed with the knees in flexion. This stretches 
the ankle dorsiflexors which are even more likely to be 
paralyzed than are the quadriceps. The foot drop is 
then accentuated by the shortening of the Achilles 
tendon in this position. This occurs whether the 
gastrocnemius muscles are spastic or not, and no mat- 
ter how much strength there is in the dorsiflexors of 
the ankle (Figure 2). 

Stage I, then, includes the first steps to ward off as 
many anticipated deformities as possible, irrespective 
of the type and extent of the paralysis. 


Stage | 


Correct Bep PosITIONING 


Every patient should be positioned correctly, imme- 
diately after all the emergency medical measures have 
been started, even when oxygen is required, or if the 
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Figure 3. Correct bed position, back lying, when there is no dis- 
ability. a. The mattress is as hard as possible. Body is flat on bed; 
no pillows, feet placed against a foot board. b. The sagging points 
of the body are supported and spaces bridged with small bath 
blankets or towels. These sagging points occur in small of back, at the 
lumbodorsal curve, under the neck and under the knees. Knees 
should not be elevated into any degree of flexion, but are supported 
just enough to prevent any degree of genu recurvatum. Bed clothes 
need to be put over the foot of the bed (also over a firm footboard 
with a hemiplegic) and tucked or fastened around the side of the 
bed at the corners. Instead of a pillow, the correct support for the 
neck is one that bridges the gap between the occiput and just to 


the shoulders. 


patient is unconscious. The extent and cause of the 
stroke, or the suspicion or proof of hemorrhage, or 
even symptoms that point to possible early impending 
death make no difference in the importance of the 
instigation of this technique. They harm no patient 
and are the first early means of preventing deformities. 
Correct bed positioning is important in every illness. 
The anatomic “positions of election’’ place all muscles 
of the body in as neutral positions as possible and are 
specific for back, side and face lying. 

These specific positions must be modified or accen- 
tuated to prevent deformity that is present or that can 
be anticipated in every type of illness or injury when 
muscles, joints or nerves are involved. Everyone knows 
the importance of correctly positioning a patient with 
acute poliomyelitis immediately after the diagnosis has 
been made. This is followed by taking all joints through 
a passive range of motion just as soon as possible. The 
rationale of this treatment is of equal importance when 
paralysis from any other cause, whether flaccid or 
spastic, is present or is anticipated. 

Figure 3 shows the basic correct positions for back 


133 


»~ 

cause 

cid or 

al dis- 7 

ent to 

body, 

all re- j 

et, or 

nding 

rina 
on. It 

It is 

riods 

itory. 

both 

side. 

e leg 

= 


Figure 4. Correct back lying for the hemiplegic. Bed is flat and there 
are no pillows under the head or shoulders. If elevation of the head 
is needed, elevate the head of the bed but do not crank up the head 
rest. Supports are provided under neck, back and knees. The plantar 
surface of the affected foot is always in contact with the firm surface 
of a footboard. This is the only hind of support that will maintain 
the foot at a right angle to prevent further shortening of the Achilles 
tendon. In addition, constant contact against the sole of the foot tends 
to maintain postural (proprioceptive) “‘sense.’? Sandbags, or other 
equally firm supports, should be placed along the outer side of the 
affected leg from midthigh to ankle to prevent external rotation, 
abduction and knee flexion. A pillow splint alone may prevent knee 
flexion but will not prevent rotation or abduction. 

The involved arm should be abducted to 90 degrees with the 
shoulder, upper arm and elbow kept flat on the bed. Any elevation of 
the shoulder or upper arm rolls the shoulder forward, so that even 
90 degrees of arm abduction cannot counteract all shortening in the 
strong pectorals. The arm is best maintained in this position by 
sandbags placed on the bed between the trunk and upper arm. The 
forearm can be extended, or there can be 90 degrees of elbow flexion, 
just so long as the wrist is always supported in either a neutral or 
a hyperextended position. This can be done with a pillow extending 
from the elbow to the wrist. Changes of position of the forearm 
between flexion and extension are advisable. 


lying for everyone. Figures 4 and 5 indicate the proper 
bed positioning in back lying for a person who has had 


a cerebral vascular accident. 


Initially, the patient will be positioned on his back, 
but he, like all other patients, must have his position 
changed from time to time. Side lying should be done 
with the patient placed on the unaffected side if he is 
to remain in this position for any length of time. It is 
to be hoped that lying on the affected side is only a 
momentary position that is assumed in changing sheets 
or carrying out some other nursing procedures that 


don’t require much time. 
q 


Face lying is important, but is not started until the 


end of Stage II or during Stage III. 
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Stage IIA 


PasstvE RANGE oF MoTION 


After the first 24 to 48 hours all joints of the affected 
extremities should be taken through a passive range of 
motion in all the planes of which each joint is capable. 
Joint stiffness will have started by this time. The more 
inaccurate the bed positioning, the more rapicly will 
the stiffness have developed. 

These passive ranges of motions should be gone 
through at least once daily, and twice if possible. 
There can be no more harm (probably less) in moving 
these joints passively, than there is in changing any 
patient’s position or rolling him about in bed as is done 
in changing linens. Consequently, even a patient who 
may be hemorrhaging can have these movements car- 
ried out safely, if his position in bed can be changed. 
It should be done upon all other patients who are not 
hemorrhaging and certainly upon those who are un- 
conscious and so will not even be trying to move at all. 

The physician can easily explain these motions to 
anyone who is attending the patient. The important 
thing to stress is the way the other joints of each 
extremity must be supported while a range of motion 
of a certain joint is being carried out. Figures 6 and 7 
show the support for each extremity. 


Stage IIB 


PREVENTION OF DisusE ATROPHY 


A basic principle for every hemiplegic (and everyone 
who attends him) is to remember never to let the 
patient forget that he still has one good arm and one 
good leg left. It must also be recognized that these 
unaffected extremities will quickly weaken if they are 
not used actively. A basic rule in all rehabilitation is 
never to do passively for the patient those things that he 
can do, or can learn to do, actively for himself. 

The only prevention of disuse atrophy is by active 
motion. In a hemiplegic, there are only a few specific 
exercises that need to be done. (Massage is of no value 
in preventing disuse atrophy, primarily because it is 
only passive motion.) Many a hemiplegic is kept in 
bed and so completely waited upon that in a few 
weeks the muscles of the unaffected extremities are as 
weak as if he had completely flaccid paralysis of these 
parts. 

Quadriceps setting (usually done early by a conscious 
patient). Strong quadriceps are absolutely necessary 
if a person is to stand without the knees “buckling.” 
The simple exercise of “wiggling the knee cap” 
slowly several times each day will help to maintain, the 
tone in the quadricep muscles of the unaffected leg 


(Figure 8). 
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This exercise can be started as soon as the patient can 
comprehend what is to be done. It requires no expendi- 
wre of energy that can harm anyone. The patient 
should be instructed to work toward doing this exer- 
cise as often as ten times out of each hour on the un- 
affected leg alone, then to try to do it on the affected 
leg also. Then, when he first stands, he should have 
enough strength to support himself on the one “good” 
leg, even if the paralyzed one will not hold his weight. 

No other specific exercises are necessary at this time. 
A few others will be mentioned in later treatment. 


Acrivitres OF Darty Livinc 


The numerous activities every person does daily, 
from moving about in bed, getting out of bed to bathe, 
dress, feed himself, travel to work or play, are known 
as “Activities of Daily Living” or “ADL.” These acts 
are so routine with nondisabled persons that they are 
usually habit patterns that require no conscious 
thought as to how they are carried out. 

An individual can suddenly become helpless and 
have to be taught to do even the simplest of these 
activities. Almost everyone who has not been faced 
with such disabilities finds it difficult to grasp the 
importance of every patient’s helping himself as much 
as possible. 

Everything that is done for any patient puts him an- 
other step closer to becoming weaker and more helpless. 
Almost no disability will prevent the individual’s learn- 
ing to do some, if not all, portions of his own self-care. 
Sometimes even the simplest activity must be taught, 
but every patient must learn to develop all his remain- 
ing capabilities to their limits. He must learn to live 
with, but not for, the disability. 

No patient anticipates or desires to remain helpless 
for the rest of his life. The attitude as to who must 
become helpless because of the type of illness or injury 
has been re-evaluated. The concept is changing as 
more persons are learning how to teach patients to 
help themselves, and why it is “good”’ medicine to do so. 

Teaching “ADL” does not necessarily require the 
services of trained physical and occupational thera- 
pists. Outside of perhaps walking retraining, ADL re- 
quires only patience, common sense and a little 
“know-how” that can easily be learned by anyone. 

A patient who suddenly has to have an arm in a 
plaster cast, or a leg in a cast or in traction, immediately 
starts using the uninvolved extremities. It is expected 
of him. When an arm is injured he is expected to feed 
himself. The same should be expected of hemiplegics. 


SELF-CARE TRAINING FOR THE HEMIPLEGIC 
Training in self-care can usually be started after the 
first 48 hours if the patient is conscious and if no 
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Figure 5. Correct side lying for the hemiplegic. When lying on the 
unaffected side, the affected arm and leg, as well as the head, should 
again be positioned correctly. The head and cervical vertebrae should 
be kept in alignment with the rest of the spinal column. Regular 
pillows are necessary to support the arm and leg at such heights 
that they are in a plane with correct trunk alignment. The arm 
needs to be at shoulder level in a position of “forward elevation’ 
without any adduction of the arm, upward rotation of the scapula 
or twist and strain on the dorsal vertebrae. The forearm and wrist 
should be supported on this same level with the wrist in a neutral 
position, or in slight extension. Similarly, the leg should be pillowed 
ata level that does not twist and rotate the pelvis forward, or rotate 
and put strain on the lower dorsal and lumbar vertebrae. (Later, 
this same position is an excellent one from which to encourage active 
attempts at flexion and extension of the knee, since gravity is elimi- 
nated.) Small supports (towel or blanket) should correct sagging of 
the spine and neck and prevent lateral deviations. (Better Sleep 
Company, New Providence, N. J.). 


hemorrhage has occurred or is occurring. It can be 
started as soon thereafter as hemorrhage has ceased— 
usually by the seventh to tenth day. Then the proce- 
dures follow the same sequence as those that could be 
started earlier (Stage II C). 

Training should even be started on a confused pa- 
tient who is not hemorrhaging. While his attention 
span may be very short, a momentary attempt at con- 
centration on a simple task serves to focus his wander- 
ing thoughts. He may be able to carry out a simple act 
that he has done from habit all his life, if he is given 
some verbal direction. The attention span slowly in- 
creases, and confusion lessens—often to an unbelieva- 
ble degree, just by repeated attempts to carry out a 
simple activity. The amount of permanent brain 
damage cannot be assayed in the first few weeks after 
a stroke. Even though the final mental status is such 
that the patient cannot be left unattended, it is re- 
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Figure 6. Support for passive motions of the upper extremity. The 
person who is moving the joints through a passive range of motion 
stands on the side of the extremities that are being moved. He supports 
the hand with his hand about the patient’s wrist and his index finger 
resting in the patient’s palm so that the wrist is stabilized in a 
neutral or slightly hyperextended position. The operator places his 
other hand under the patient’s upper arm just above the elbow. 
These two points of support are maintained for shoulder motion 
through all planes; in some of these planes, the operator has to 
change his hands to the opposite side of the arm. In elbow motions, 
the elbow is flat on the bed but the wrist is still supported, and the 


same wrist support is used in carrying out wrist and finger motions. 


markable how many acts of self-care can be performed 
without physical assistance. 


Use or UNAFFECTED ARM AND LEG 

Besides such simple things as using a handker- 
chief or washing his face, the patient can learn to move 
about in bed, procure objects from the bedside table, 
feed and even dress himself. 

He can start feeding himself with one hand as soon 
as the head of the bed can be cranked up to a reasona- 
ble position. Whenever any recovery is evidenced in 
the affected arm, the patient should be encouraged to 
use it for an assisting (holding) arm as much as possi- 
ble. A combination knife and fork can be provided so 
he can even learn to cut his own meat. 

Pajama tops with button fronts should be provided 
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at once for women as well as men. Since hospita! gowns 
and all slip-over garments can never be handled alone 
by any of these patients, why convince them at the 
onset that they will always need help in dressing? 
The patient is going no place, so if he tries all morning 
to button the garment with one hand, he has had 
active exercise while he learns a new skill. He will take 
pride in this accomplishment. 

There is a very practical reason why women as well 
as men need to wear pajama pants as their activity 
training progresses, particularly in moving about in 
bed and later getting out of bed. Although they can 
probably do little to help put on the pants for a few 
days, at least they should be encouraged to keep trying 
to help. They should be graduated to dressing in 
slacks and shirts, or the women to dresses that open 
down the front, as soon as possible. This steps up 
morale. 


MOVING ABOUT IN BED 


Moving from the head to the foot of the bed and from 
side to side in bed are activities that can usually be 
started two to four days after the acute episode 
(Figure 9). They must be learned before a patient can 
turn himself on his side, or learn to sit on the side of 
the bed. Moving in the back-lying position or moving 
affected extremities (Figure 10) does not require too 
much exertion on the patient’s part when he has been 
taught how to do it. It requires a great deal of exertion 
on the part of one person and often of two persons, 
who try to lift him into a correct back-lying position. 

Overhead bars are not helpful in the long run. They 
make use of the biceps and wrist flexors as the patient 
lifts himself by flexing his elbow and pulling up on the 
bars. It is the triceps (extensors) and wrist extensors 
that must be strengthened to carry out some of the 
most important activities such as coming to a sitting 
position on the side of the bed, coming to standing 
from sitting position, and using a cane in walking. 
It is a waste of time not to develop the correct muscles 
from the start. The patient comes to depend on the 
apparatus and strengthens the biceps which are al- 
ready adequate for any normal activity. He not only 
has to waste time in being weaned from the overhead 
bar, but it is impractical to continue the use of the 
apparatus when he is discharged from the hospital. 


Use or Bepsipe 

It can be assumed that the signal cord is always 
placed where the patient can reach it with his un- 
affected arm. Just so, the bedside table should be 
placed at that side of the bed where the hemiplegic can 
secure articles from it. When any patient can reach a 
pitcher (plastic recommended), pour and drink froma 
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rene glass, he is not only helping himself, but he is saving 
t the much time for any busy attendant, particularly if he 
jing? keeps asking for a drink of water during the night. 
ning When the bed is flat, the table is best placed on the 
had affected side. When the patient is in a partial or full 
nile sitting position in bed, the table usually needs to be 
placed on the unaffected side. While the table needs 
= to be maneuverable, it must not move so easily that the 
ule. table rolls or is pulled away, throws the patient off 
mr balance and causes him to fall out of bed. 
por TURNING ON THE SIDE 
ying The patient must be taught to turn on either side 
, Pe (Figure 1 )). While he has to lie on the affected side to 
pen | Procure objects from a bedside table, this is only a 
up momentary position. He can rest when lying on the 
unaffected side. He must also be able to turn to that 
side as a preliminary step to learning to sit on the side 
of the bed. That, in turn, includes the preliminary 
aids motions needed to get out of bed. 
ra If the patient is rational, sideboards can be removed 
ok much sooner, once he has learned to turn with safety. 
ves This improves morale. Also, if sideboards are left on 
> of longer than necessary, the patient comes to depend 
ing upon them. He is convinced he will fall out of bed 
ies without them. He comes to depend upon them to pull 
a himself about and has no idea how to move without Figure 7. Support for passive motion of the lower extremity. The heel ; 
= them. rests in the operator’s hand, with the patient’s foot resting against 5 
the operator’s forearm. The operator flexes his own wrist and elbow 
” SITTING ON THE SIDE OF THE BED to such degrees that, with gentle pressure, the patient’s foot is main- 
om by the fourth or fifth day, but most certainly may be hand supports the upper leg just above the knee during the same 
he tried by the end of the first week. The use of the foot- motions. In motions of the ankle, this hand is used only to prevent 
we board was the first step toward maintaining postural external rotation of the leg. Ankle motions are done with the entire 
ot “sense.” Early sitting is the next. He may need some leg flat on the bed, with the foot maintained at a right angle while 
help, but should be given as little as possible and that 
ng “p> 8 a Plantar flexion is obviously contraindicated. 
ng directed toward the unaffected arm. The first few 
.g. times, he may only make several attempts to come up 
wd on the elbow, and he may work ten or 15 minutes to 
~~ accomplish the act (Figure 12). When he gets to a full 
al. sitting position (which he probably can maintain only 
ly momentarily at first), then he is eased or falls back into 
* a side-lying position. In either case he can lie there and 
ie “lever” the affected leg back in bed. There is no haste 
in getting out of this position. Balance is maintained 
only if both arms are kept in front of the body on the 
edge of the mattress. Should he be able to maintain Figure 8. Quadriceps setting, or “‘wiggling’? the kneecap. 
= this position for a few minutes, then pillows may have 
am to be placed behind him for some support. Sitting 
* facing a mirror helps the patient to observe his balance. 
~ (T his looking glass may well encourage a man to be Stage lIC ee 
‘ willing to start shaving himself, or the woman to put 
- on lipstick, and either of them to start combing his The procedures outlined in Stage IIB are initiated in 
own hair!) the same sequence as soon as hemorrhaging has ceased, " 
r3 
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Figure 9. Moving about in bed from a back-lying position. Headrest 
ts flat. This activity is more easily learned if the bed clothes are re- 
moved. The patient is taught how to push the good foot against the 
footboard, while using the good arm to push or pull down from the 
headboard in order to move up or down from the head or foot of the 
bed. Since all beds do not have a headboard, a better method is to 
push or pull against the edge of the mattress. The good hand grasps 
the mattress; the elbow is forced hard into the top or edge of the mat- 
tress, the upper arm flat on the bed. Using the arm and shoulders, 
he shoves and pushes his body up, down or to the side from that posi- 
tion. (This is also an excellent exercise for the triceps and forearm 
extensors, since they must be kept strong for several reasons.) 


Figure 10. Moving the affected leg. The forefoot of the good leg is 
placed under the opposite knee. This lifts or levers the affected leg 
into the desired position. The affected arm is moved by reaching the 
unaffected arm across the body and moving it in the same way as the 
leg is moved. 


or as soon as the patient has sufficiently improved 

from some other medical complication that has made 

it impossible to increase the activities beyond those out- 
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lined in Stage I. The majority of patients in thi: group 
will be able to start these additional activities between 
the end of the first week and start of the third week. 
More often, they can be started between the seventh 
and tenth day after the acute episode. 


Stage Ill 


The patient who has had a thrombosis or an e:mbolus 
may have reached Stage III in his recovery by as early 
as the end of the first week; surely no later than some- 
time during the second or third week. Additional 
activities are added as the general condition of the 
patient improves. 


Face 


Sometime within at least two or three weeks, per- 
haps even at the end of the first week, if there is no 
respiratory distress, it is wise to teach the patient to 
turn over and lie in the prone position at least once or 
twice a day (Figure 13). This is restful and relaxing to 
the back and hip extensors, all of which have been ona 
stretch, at least when the patient has been in any posi- 
tion other than flat back lying. Figure 14 shows useful 
exercises for the prone position. 


STANDING 


Once sitting is accomplished, the patient can pro- 
ceed to get from bed to standing, preliminary to getting 
from the bed to a chair. These two acts precede any 
attempts at walking. They can usually be done by the 
end of the first week. If conscious, if is unnecessary ever 
to have to lift these patients out of bed. 

First, the patient comes to a sitting position on the 
side of the bed. From there, with an attendant’s help 
he slides off the bed to stand on his good leg. If the 
exercises for the quadriceps have been carried out, 
there should be especially little difficulty standing this 
way. Remind the patient that nothing has happened to 
that one leg and that it is “good.” Instruct him to stand 
on the other leg, whether it will hold his weight or not. 

By moving up to sit nearer the head of the bed the 
patient can grasp the head of the bed for support. He 
may be able to stand with no support from an assistant, 
after the first or second trial. When an attendant is 
needed (and, of course, none of these things should be 
tried alone until the patient is physically secure), sup- 
port is offered only on the unaffected side. Only one 
person is needed to assist. 


OBSTACLES TO STANDING 


An adjustable bed is helpful. It is much better if the 
patient can step directly onto the floor rather than 
having to step onto a stool first. 
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group Remove casters from bed, or be sure brakes are on. 
tween | Without doing this, the bed may roll away from the 
week, f patient, causing him to fall. 

venth Train patient to depend upon head or foot of bed for 
support rather than upon a bedside table. The table may 
also roll away from him. 

Take up any scatter rugs about bed; remove wax from 
for. The fear of falling, or actually being permitted 
bolus § tofallin this stage of training may set up a psychologic 
early § hazard that can take an indefinite time for the patient 
to overcome. 
ional Figure 11. Turning on side to reach bedside table. Patient works body 
f the Bep TO CHAIR toward the side of the bed away from the bedside table, pulling on the 
mattress. He works his leg in position, then reaches the unaffected arm 


across his body until he can grasp the mattress beside the table. Push- 
ing with that arm and the good leg, he is able to get into a balanced 


Once the patient has stood, even momentarily, and if 
only on one leg, it is an easy progression to move from 


that position into a chair. When a wheel chair is used, side-lying position. The unalfected are is then free to grash any ob- 
per- | it must have brakes. The brakes must always be on, ject on the table. In each instance, the patient must be carefully 
S$ no either when getting into or out of the chair (Figure instructed to work his body away from the side toward which he is 
at ti 15a and b) planning to turn. This is a simple but important point. If ignored, 
a : the patient may fall out of bed as he makes the turn. 
OF 4 
gto | RerurN TO BED FROM CHAIR OR STANDING 
ona The patient rises from the chair, using his good arm 
0SI- to push himself up while he puts weight on the un- 


eful affected leg and slowly straightens the knee. He then 
works himself about on that foot until his back is to 
the side of the bed. If the bed is low enough, he can sit 
or fall back upon it. If high, he can still fall back across 


»rO- it, and use the unaffected arm to pull his body across 
ting cornerwise, until he is into a position to “lever” the ‘ 
any paralyzed leg onto the bed. Again, there is no haste in 
the placing his trunk and legs completely and correctly 
ever on the bed. 
the WHEELCHAIR TRAINING 
elp As soon as the patient learns to get into a wheel Gebel. 
the chair, then he should learn to push it himself. Only and pulling against the mattress with the unaffected arm, the patient 
yut, the one-arm-drive chair is really practical for any per- gets his body toward the other side of the bed, but always in a position 
his son who has the use of only one arm (Everest Jennings to keep « grasp on the mattress, and starts turning onto the un- 
| to wheel chair). He can use it with no assistance as long affected side. He then “levers” the affected leg around until one or 
: ; ‘ both feet are near the edge of the bed. Then the affected leg is in posi- 
ot. unbalanced wooden ones, are not safe to get in and out pushes the unaffected forearm hard against the bed and attempts to 
the of without assistance. Two-arm-drive chairs are diffi- raise that elbow and finally straighten it, putting more and more 
He cult to push. weight on the wrist. He places the affected arm so that it will fall in 
nt, The use of a wheel chair is only temporary for the front of his body. As he gradually straightens the good arm, he 
works the good leg around in an attempt to have his trunk at a right 
majority of hemip legics who wer given the OPP rere angle to the head of the bed. The affected leg follows. Grasp is main- 
be for early rehabilitation. It is needed while the individual tained with the good hand holding the edge of the mattress. Assistance 7 
Ip- gains security in his walking retraining. Since the time may be required on several attempts to come to this position. It is wise . 
ne required for walking training varies, the patient should to have a straight chair upon which to rest the feet. a 


learn to push the chair on rough as well as smooth 
ground, go through doors, onto elevators and up and 
down ramps. This not only gives great freedom of travel, 


he but if the patient is going to physical, occupational or The majority of persons who have had a stroke can 
an other hospital departments for treatment, he can get —_ walk again if they desire to do so, even though some 

there without help. can walk for only short distances. Complications such \ 
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Figure 13. Face lying. No pillow is used. The feet are placed over the 
end of the mattress, or else slightly elevated on a small pillow so that 
there is no plantar flexion of either foot. One arm is placed straight 
down beside the body; the other flexed at about a right angle, flat 
on the bed (a, top). More relaxation is obtained when the face is 
turned toward the arm that is up. Small pillow, blanket or towel 
supports may be necessary under the patient’s chest, abdomen or 
legs, depending upon the contours of the individual (b, bottom). 
The positioning should be such as to cause no accentuation of the 
lumbodorsal curve. This position rests and relaxes the back and hip 
extensor muscles particularly. The patient must come to a side-lying 
position facing the middle of the bed. If he is lying on the unaffected 
side, then he must raise up on the elbow and work around, the un- 
affected foot pulling the other around, once he has his abdomen flat 
on the bed. If he rolls onto his face from the affected side, he rolls 
across the affected arm. He may then have to reach. for the arm in 
order to place it beside his body. 


as severe heart disease or hypertension are very rarely 


reasons to prohibit the patient from walking again. 


Usually, if a patient does not walk again, it is be- 
cause: (1) he has not been retrained to do so; (2) he is 
insecure because he needs a brace and this has not 
been provided; (3) contractures, such as a very short 
Achilles tendon or a knee contracture, make it impos- 
sible; and (4) through long months, he has acquired 
the habit of sitting and has no desire to make the effort 
to walk. 

It is sometimes difficult to wean a patient from a 
chair, particularly when he owns it. It is good when 
hospitals have a few for temporary use. They can also 
be rented from medical supply houses in some cities. 
It is recommended that families be asked not to buy a 
chair until it has proved completely impossible for a 
person to walk. 


Hanp ACTIVITIES 


During the first three or four weeks after a cerebral 
vascular accident, a patient spends only a fraction of 
his waking hours in the previously described activities. 
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Rather, he spends the major portion in bed o+ sitting 
in a chair. There are several purposeful things ine can 
do during these periods, as his tolerance permits. Phys- 
ical tolerance and attention span can both be increased 
as the patient is kept more alert. Whenever the oppor- 
tunity presents itself, the patient should be encouraged 
to assist in performing a self-care activity or in trying 
and practicing it for himself. 

Dressing. Tying or buckling a shoe placed beside 
him even before he tries to put it on his foot, and tying 
a tie with one hand can be practiced by the patient as 
he sits in bed or in a chair. Putting on socks, shoes 
(later, when necessary, braces) should follow in order 
after the patient has learned to put on his pajamas and 
other clothing. Many find it easier to continue to do 
most of their dressing while lying on a bed, even when 
they are completely proficient in all self-care. 

Writing. If the dominant hand has been affected, 
handwriting should be started with the other hand as 
soon as possible. Instead of expecting the person to 
start writing with the usual small letters, he should be 
started on making large motions, just as he first learned 
writing in school. Large sheets of paper, even news- 
paper, can be placed on the over-bed table, or in front 
of him as he sits in a chair. On these, the patient first 
starts making continuous ovals, then vertical lines. As 
coordination improves, the size of the paper and the 
markings are both reduced to smaller size. Large block 
letters are attempted, then written letters and words. 
The patient continues to practice reducing them to an 
accepted size. 

Other hand activities. Washing face and hands, then 
gradually assisting with more of a complete bed bath, 
shaving, applying cosmetics, combing hair and brush- 
ing teeth are all activities that should be carried out 
within the first one to three weeks. Then, either from 
a wheel chair, or from walking, the patient is taught 
how to get on and off a toilet seat and into a tub and 
shower. There are seats available to be placed into 
bathtubs. If the patient is able to stand for a sufficient 
time and if he has something to hold onto, showers are 
safer than getting into tubs. 

There are all types of one-handed gadgets on the 
market, and many can be devised with a little in- 
genuity. For example, a dime-store scrub brush at- 
tached with suction cups to any surface is a method 
used to wash the unaffected hand. A two-inch square 
of wood with sandpaper on one side and the tip of a 
knitting needle in the end makes a nail file and cleaner. 
The combination knife and fork has been mentioned. 


WALKING 


In both standing and walking, shoes with flat heels 
or wedges should be used from the onset (and the pa- 
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tient should start practicing putting them on). The 
women need as flat heels as the men in order to pro- 
vide them with as much stability as possible and to 
keep the Achilles tendon as long as possible. Shoes 
should be buckle or tie oxfords rather than loafer moc- 
casins that fall off almost as easily as bedroom slippers. 
Standing or walking in soft bedroom slippers or “mules” 
that will slip off makes for great insecurity and is a 
frequent cause of falling. 

Walking can usually be started a day or so after the 
patient first stands. While the most efficient place for 
any person to learn to walk is in parallel bars and un- 
der the direction of a physical therapist, the purpose 
of this article has been to point out how anyone who 
cares for a patient can carry out early rehabilitation 
procedures without special training. This includes pre- 
liminary walking retraining. 

In the absence of parallel bars, two straight chairs 
are used, placed on either side of the patient, with the 
back of the chair toward the patient (Figure 16). The 
affected arm is placed or held on the back of that chair 
by an assistant; the chair on that side may need to be 
moved by the assistant. The normal (reflex) pattern of 
reciprocal motion in walking should be initiated upon 
even the very first attempts at walking retraining. The 
patient graduates to walking with one chair then to 
walking with one cane. No hemiplegic should be per- 
mitted to use crutches. 

Walkers are to be condemned. Whether the supports 
are placed in front, or at the side of the walker, there 
is no opportunity to obtain normal balance when it is 
not possible to have the arms free so that they can 
swing forward with the opposite leg. If the supports 
are in front, then the entire body alignment is thrown 
off balance. Whenever any person starts to walk in a 
walker, he not only has to be weaned from it (which 
may take quite some time), but he has to be retaught 
towalk correctly. Balance must be relearned correctly. 
The majority of persons using walkers step forward 
with the unaffected leg, then bring the affected leg only 
up to, but perhaps not even on line with, the other foot. 
This results in a peculiar “box-step” gait that must be 
corrected. 

Just as using a walker distorts normal arm and body 
balance, so does holding a person’s arms while he tries 
to walk. Necessary body support should be provided 
with an arm around the waist, the attendant standing 
on the unaffected side, so that both of the patient’s 
arms are free. 


Falls cause apprehension. They may well happen 
even with the most careful precautions. When a patient 
falls, that is the time to teach him how to get up from 
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Figure 14. Exercises while face lying. These may be done tostrengthen 
hip and back extensors particularly. 1. Instruct patient to “‘squeeze 
his cheeks together,’ to strengthen glutet. 2. Lift the head, with arms 
clasped behind the back; then lift head, shoulders, even upper part of 
chest (a, top). 3. Raise legs without bending knee. 4. Bend knees 
alternately (b, bottom). If an assistant puts his hand under the 
ankle and the patient lowers it against resistance, this is then an 


excellent quadriceps exercise. 


the floor by himself. He can do so by crawling to the 
edge of a chair or a bed, then gradually pulling himself 
to an upright position so that he at least stands on the 
unaffected leg. 


BRACES 


Permanent braces are required tor about 50 per cent 
of all hemiplegics who have had a trial period of walk- 
ing retraining. About 50 per cent of this group will 
require long leg braces. While it is wise to brace early 
(and even overbrace), this can be done with various 
types of temporary splinting at first. The need for a 
permanent brace and the type can be recognized clini- 
cally by at least three months. However, manual muscle 
tests, done at the end of the first month and at three 
months, are a more accurate guide as to the amount of 
muscle power that is returning. When a test at the end 
of three months shows weak quadriceps and weak hip 
extensors, time will be saved with a permanent long 
leg brace on a pelvic band, even if it can be cut down 
to a short leg brace six months later. Since a brace 
must always be anchored above the joint involved, 
weak hip muscles necessitate the use of a pelvic band. 

A temporary foot drop strap is made by tying a 
thong or strap into the buckle or eyelet of a shoe and 
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Figure 15a and b. Bed to chair. A chair with a firm seat and two 
arms ts provided. A wooden desk chair or the master chair from a 
dining room suite is excellent. If a wheel chair is used, it must have 
brakes and the brakes must be on. The footboards of a wheel chair 
are lifted out of the way. The patient starts from a sitting position 
on the side of the bed. The chair is placed at a 45-degree angle to the 
bed on the unaffected side. If the patient sits on the right side of the 
bed and the left arm is paralyzed, then the chair is faced toward the 
foot of the bed. If the right arm is the affected one and he is sitting 
on the right side of the bed, then the chair must face toward the head 
of the bed. The patient grasps the chair arm nearest him and pushes 
down on it, meanwhile straightening the elbow while he comes to a 


standing position on the unaffected leg. He is then facing the chair 
(a, left). Still holding that chair arm, he works his foot around 
until he is in a half or three-quarter turn with his back to the chair. 
Then, with a quick change of hand grasp to the far arm of the 
chair, and with this and his leg support, he eases back into a sitting 
position (b, right). A second method is to sit near the head or foot of 
the bed and first come to a standing position using these as supports. 
Then, with the chair in the same angle and position, he backs into 
the chair. When he quickly lets go the bed support, he immediately 
grasps the far chair arm, rather than making the arm change as is 
done in the first method. Which method is used initially depends 
upon the height of the bed. 


attaching it to a one-inch band attached about the 
waist. It cannot be anchored on the lower leg because 
when it is tight enough to offer any support it will cut 
off circulation. Fastened to a waist band, .it can be 
pulled up enough to permit the toe to clear, rather 
than hitting first and dragging on the floor. 

When the quadriceps are weak, a flat, tapered, light 
board the width of the thigh and long enough to ex- 
tend from the back of the midthigh to the middle of the 
calf, can be strapped on the back of the leg with an Ace 
bandage. This can be used in addition to the foot-drop 
strap. 


COMPLETION OF WALKING RETRAINING 


The maximum goal is that the person can climb a 
flight of stairs with one hand rail, or without one if 
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possible. He must be able to get up and down curbs 
and ramps; get into a car or public conveyance, and 
whenever possible, return to work. He must remain 
homebound if he cannot even get up a curb, though 
he can walk on level ground. 


SPEECH AND SPEECH THERAPY 

When the speech has been involved, it is wise to 
start speech retraining early and to use the services 
of a speech therapist whenever possible. There is at 
least one speech therapist in most communities of 
even very moderate size. If not, it is possible to de- 
velop some simple routines that the nurse or relatives 
can at least try to work out, that will be of some help 
to the patient frustrated by this additional disability 
that hampers his power of communication. 
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General Considerations 


Patients become more and more helpless physically, 
and come to accept helplessness psychologically, the 
more they are waited upon. The foolish attendant who 
has not the time to put a bedside table in a place where 
the patient is able to reach a glass of water, may make 
15 or 20 trips a day (and for months or years), just to 
bring that many glasses of water. The minutes it takes 
to retrain a patient early are comparatively very few. 
The time of waiting upon him adds up to hundreds 
and thousands of manhours for that same attendant. 

When a patient’s life is saved, but he is permitted 
to become helpless, one may well ask for what purpose 
the life was saved. Every physician knows that early 
ambulation is physiologically “good” medicine and 
long bed rest very “bad” medicine. Just so, permitting 
apatient to become helpless is equally “bad” medicine. 
The prevention of deformity and helplessness is the 
basis of preventive rehabilitation. Rehabilitation con- 
siders not what is lost, but what is left—and tries to 
make the most of it. 


MenTaL CONFUSION 


Patients with mental confusion may be confused 
only because nothing of interest has been offered to 
attract their attention. Many who appear to have 
definite mental deterioration often clear up remarkably 
when they start attempting to try to care for them- 
selves. Those with definite mental deterioration can 
be retrained in many of the simplest of their old habit 
patterns, and so become less of a burden. 


INCONTINENCE 


Incontinence is not due to the brain lesion itself, so 
it too is frequently corrected when activities are insti- 
gated. Prostatism, or any other urinary problems, should 
be ruled out by a urologist. When there are no urol- 


ogic problems, most incontinence is due to indifference 


and to the frustration at being so helpless. 


Orner Mepicat ConpITIONS 


No patient need remain in bed because of his cerebral 
accident, and almost none for any other medical con- 
dition, Patients with high blood pressure may have a 
lowered pressure during and after activity. There is 
ample proof from various sources (including my own 
experience with several hundred patients) that blood 
pressure can be ignored as far as this type of training 
is concerned. While some patients need more encour- 
agement and prodding than others, none of them will 
overdo. They usually set their own pace and stop to 
test. Frustration itself may keep the pressure elevated. 
This kind of physical activity does not elevate it. 
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Figure 16. Walking retraining. The patient pushes the chair forward 
on the unaffected side, bearing as much weight as he needs to on that 
good arm and wrist. Then he is instructed to move the affected foot 
forward. He, or the assistant, moves the other chair forward, then 
he steps ahead with the unaffected foot. Always one foot is placed 
ahead of, not up to, the other. Steps are initially short, perhaps no 
more than the length of the person’s foot. There may be sufficient 
strength in the affected leg so that after a few tries, the chair on 
the affected side can be discarded. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


143 


la | 
Ly 
1 
‘ 
chs 
nain 
ugh | 
e to a 
ices 
s at 
s of 
de- 
‘ives 
help 
ility 
|| 


murmur 
anemia 


DIAGNOSIS 
BY CULTURE 


1 
| 
; 


E. L. FOLTZ, M.D. 


Philadelphia, Pennsylvania 


With THE INTRODUCTION of antibiotics, management 
of bacterial endocarditis changed dramatically from 
that of symptomatic control prior to inevitable death 
to that of optimistic therapy for cure. Despite tre- 
mendous advances in antimicrobials, management of 
endocarditis results often in a long, costly, and all- 
too-frequently fatal course. At best, the average cure 
rate in sizeable series appears at this time to be about 
75 per cent. 

The experiences noted in a large teaching hospital 
are heavily weighted with the severe and complicated 
cases of this disease. The cases that occur after major 
cardiac or valvular surgery are included, as well as the 
diagnostic problems in our series. In the past two 
years, we have at least 32 cases in which the diagnosis 
was adequately established; of these, 17 died while in 
the hospital (Table 1). Each of the fatal cases presented 
problems of management; it is the purpose of this 
paper to discuss those problems and to show four 
representative cases ending in failure. 

There are four major reasons for failure in the 
management of bacterial endocarditis: (1) lack of early 
recognition; (2) inadequate therapy; (3) failure of 
known antimicrobials to eradicate the infecting organ- 
ism; and (4) complications due to the progression of 
the disease (rupture of the cusps of the aortic valve, 
cardiac failure, focal glomerulonephritis, emboli). 


These reasons will be considered separately in this 
article, 
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Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 

This ts the ninth of twelve 

from the University of Pennsylvania. 


Practical Therapeutics 


Problems in Management of Infective Endocarditis 


University of Pennsylvania School of Medicine 


1. Lack of Early Recognition 


The attempts by the Penicillin Trials Committee in 
England to define effective therapy soon pointed out 
that prompt recognition and early institution of ade- 
quate therapy were associated with the highest fre- 
quency of cure. Approximately 14 years have elapsed 
since the first encouraging reports of cure by penicillin 
of subacute bacterial endocarditis. During this period 
much has been written on diagnosis and treatment. 
However, there are cases currently appearing in every 
clinic where early recognition of the disease has been 
delayed largely by a lack of suspicion upon the part of 
the attending physician. 

The history of unexplained and recurrent fever in 
a patient with valvular heart disease accompanied fre- 
quently by a mild anemia should immediately arouse 
the suspicion of bacterial endocarditis. Fatigue, weight 
loss, sweating and chills with minimal or intermittent 
fever are to be regarded critically in these patients. 

These symptoms may be found after a recent upper 
respiratory infection, following dental or oral-pharyn- 
geal surgical procedures, after transurethral or other 
operative procedures in the pelvic area, and recently 
after extensive cardiac surgery. Other symptoms and 
signs such as painful areas in the fingers, subungual 
splinter hemorrhages, petechiae, and conjunctival, 
retinal or mucus membrane hemorrhages are occasion- 


ally found. Clubbing of the fingers, palpable spleen or 
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ORGANISMS RECOVERED 
'N INFECTIVE ENDOCARDITIS 
Hospital of the University of Pennsylvania (1956-57) 


Organism Alive Deaths 

(15) (17) 
Streptococcus viridans 7 2 
Enterococcus 2 2 
Other streptococci 2 0 
Microc. pyogenes 3 7 
Esch. coli 0 2 
Monilial 0 3 
No organism 1 1 

Table 1. 


arterial emboli are other important signs. In our ex- 
perience, as with others, the triad of fever, heart mur- 
mur and anemia should be adequate basis for the 
initiation of bacteriologic studies for the etiologic 
agent. 

MacGregor described four cases of bacterial endo- 
carditis in which a murmur was not initially present 
at the time of fever and bacteremia. Three of these 
cases subsequently developed signs of aortic valvular 
incompetence after inadequate antibiotic therapy had 
been instituted. Although the disease is rarely found 
in the absence of damaged valves, congenital anomalies 
may be the seat of the infection, such as in the bicuspid 
aortic valve. Such findings strengthen the arguments 
for the suspicion of endocarditis in every case of un- 
diagnosed fever of more than seven days’ duration. 

A positive diagnosis of bacterial endocarditis de- 
pends on the demonstration of a bacteremia. The ques- 
tion of what constitutes an adequate bacteriologic search 
has concerned all intimately associated with the prob- 
lem. Generally, the routine of taking three blood cul- 
tures in a day has sufficed to establish a bacteriologic 
diagnosis. However, we have had occasion to increase 
the number of cultures taken in a single day to five or 
six. An occasional isolate can be discovered only by 
the use of anaerobic cultural methods; all blood cul- 
tures in our laboratory are simultaneously cultured 
anaerobically as well as aerobically. Review of the cul- 
tures should be extended to at least 12 to 14 days after 
inoculation so as to permit isolation of the occasional 
slow-growing organism; suspected Brucella cultures 
are observed up to 21 days. 
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Although urgency for initiation of treatme itt exists, 
if the usual cultural procedures fail to reveal an organ- 
ism in 72 to 96 hours, bone marrow cultures ar 
usually made before proceeding with therapy. as sug. 
gested by Mallen, Hube and Brenes. 

If the bacteriologic diagnosis is not achieved in q 
reasonable period of time and the evidence is clinically 
suggestive, a presumptive diagnosis must be accepted 
and treatment started. Finland has proposed a pre- 
liminary series of steps to be covered in the diagnostic 
program before making a presumptive diagnosis, 
These include (1) the finding of definitive clinical fea- 
tures for diagnosis; (2) the exclusion of other diagnos- 
tic possibilities that might present similar symptoms 
and signs; (3) the delay of at least two days before 
treatment is initiated, during which several blood cul- 
tures should be taken; (4) the inclusion in the bac- 
teriologic study of use of media to promote growth of 
anaerobic bacteria, fungi and fastidious organisms 
such as Brucella, Hemophilus and Neisseria, and ob- 
servation of growth for at least three weeks; (5) the use 
of cultures of bone marrow aspirates. He has advo- 
cated initiation of therapy within 48 hours after these 
procedures have been completed. 


2. Adequacy of Therapy 


A second major cause for failure lies in an inade- 
quate antimicrobial regimen. The therapeutic program 
depends on the bacterial isolate obtained and upon the 


‘sensitivity of the organism to antibiotics. If an alpha 


streptococcus is isolated, penicillin is the keystone of 
treatment. Sensitivity tests as performed by the tube- 
dilution technique may be used as a guide for optimal 
dosage. Where the streptococcus has been found to be 
sensitive to 0.1 unit/ml. or less, we have generally been 
successful with a total daily dose of 2.4 million units of 
soluble penicillin. This dosage usually provides the 


optimal serum concentration of 5 to 20 times the 
sensitivity concentration. An organism less sensitive to 
penicillin (from 0.1 unit/ml. to 5.0 unit/ml.) has been 
indication for more intensive therapy (8 to 10 million 
units of soluble penicillin daily). Most patients find 
this regimen quite painful and uncomfortable since it 
requires l-million unit injections or greater every 
three hours. After a week or two of such vigorous in- 
tramuscular therapy, the patient regards the cure as 
gravely as the threat of the disease. 

Attempts at local anesthesia with procaine may in- 
terfere with the rapid action of the soluble penicillin, 
while the use of anti-inflammatory steroids has been 
only partly successful in reduction of the painful reac- 
tions. 

During the past several years, when intensive peni- 


GP Volume XVII, Number 3 


chai 
wit 
of | 
hav! 
7 
car 
the 
PI 
tra 
ma 
tic 
cu 
ok 
be 
4 tc 
— 
| 
| 


eXists, 
organ- 


are 
as Sug- 


d ina 
nically 
cepted 
a pre- 
al fea- 
Agnos- 
ptoms 
before 
d cul- 
e bac- 
wth of 
nisms 
id ob- 
use 
advo- 
these 


nade- 
gram 
n the 
alpha 
ne of 
tube- 
timal 
to be 
been 


its of 


the 
the 
ve to 
been 
llion 
find 
ce it 
very 
$ in- 
as 
y in- 
lin, 
peen 


‘eac- 


enl- 


3 


cillin therapy has been required, the use of an indwell- 
ing catheter inserted deep into the larger venous 
channels has provided a relatively painless method of 
giving large daily doses (up to 50 million units daily) 
without appreciable threat of phlebitis. Small additions 
of heparin to the intravenous solution of penicillin 
have been employed in hopes of reducing the local 
tendency to thrombophlebitis at the tip of the catheter. 

After the introduction of phenoxymethy] penicillin, 
Quinn and his coworkers described its successful use 
orally in the treatment of subacute bacterial endo- 
carditis. Its use was justified on the observation of 
higher blood levels following orally administered doses 
of this penicillin. Our early experiences with it, al- 
though encouraging in some instances and certainly 
appealing to the patients in preference to the paren- 
teral route, showed wide variations in blood concen- 
trations. This is not a defect of the drug, but reflects 
the differences in absorption of any agent from the 
gastrointestinal tract. While this therapeutic approach 
may be useful with a relatively sensitive organism, its 
use can hardly be recommended on a routine basis and 
should be reserved for those cases where there is ade- 
quate laboratory control. A recent report on combina- 
tion of oral phenoxymethy] penicillin with the strepto- 
mycins describes successful management of streptococ- 
cus endocarditis. 

In order that higher blood concentrations could be 
obtained without increasing doses, the use of pro- 
benecid has been of some value. A dosage of 0.5 Gm. 
every six hours has been effective in increasing the 
blood concentrations by blocking the excretion of 
penicillin. When renal disease limits excretory func- 
tion, pathologic changes may provide an effect similar 
to the one obtained with pharmacologic depression of 
tubular activity by probenecid. 

Our results in the control of bacterial endocarditis 
support the thesis that cures are rarely if ever obtained 
without the use of bactericidal drugs. The choice of 
agents for acute bacterial endocarditis caused by 
organisms other than the Streptococcus viridans some- 
times poses a considerable problem. Although other 
streptococci and pneumococci are encountered, these 
respond well to penicillin in most instances. With the 
Micrococci pyogenes (staphylococci), it has generally 
been necessary to employ combinations of antibiotics 
such as penicillin with streptomycin, with chloram- 
phenicol, or with erythromycin or novobiocin. It is by 
no means clear that such combinations offer any other 
advantage than the possible delay of emergence of re- 
sistant organisms. The combinations are occasionally 
effective in a moderately resistant Streptococcus viri- 
dans infection. Even these combinations have been dis- 
appointing in staphylococcal endocarditis, and baci- 
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tracin has been a sheet anchor in the stormy course of 
these infections. However, because of its renal toxicity, 
bacitracin therapy should be undertaken only with due 
regard for this problem and with use of laboratory 
studies on urine and blood to detect evidence of tubu- 
lar toxicity. Doses of 30,000 units intramuscularly 
every eight hours have been tolerated quite well for 
three to four weeks, with completely reversible renal 
toxic manifestations. 

Recently, the successful use of Ristocetin in sta- 
phylococcal and enterococcal endocarditis has been 
reported. This agent requires intravenous administra- 
tion. 

Our experiences with enterococcal infections have 
added to the confidence reflected in the literature con- 
cerning the use of a combination of streptomycin and 
penicillin. 

With Gram-negative bacterial isolates, the choice of 
antibiotics is governed by sensitivity tests. The use of 
streptomycin as a bactericidal agent alone or in a com- 
bination with a broad-spectrum antibiotic is more 
likely to result in success than use of a broad-spectrum 
drug alone, provided there is some susceptibility of the 
organism to streptomycin. 

Among the Gram-negative isolates, Pseudomonas 
aeruginosa presents a special problem, since this 
organism is rarely susceptible to antibiotics other than 
neomycin and polymyxin. Both of these agents carry 
considerable toxic hazard if adequate therapy is to be 
maintained for the required time. 


DuRATION OF THERAPY 


The duration of therapy provides another problem 
in management. Each case should be judged indi- 
vidually since no single pattern of therapy will be ade- 
quate for all organisms and acceptable for all patients. 

In an editorial, Beeson reviewed evidence that indi- 
cated the need for longer courses of therapy when an 
organism is not isolated or when the susceptibility of 
the organism to antibiotics is not obtained. The criteria 
suggested for selection of patients for short-term 
therapy were (1) a short duration of illness and (2) the 
isolation of a sensitive organism. Any patient with the 
disease present for more than two months should be 
considered for a longer course of therapy. Beeson also 
recommended that patients without demonstrable 
bacteremia should receive longer therapy. 

Although intensive short-term therapy with peni- 
cillin alone has been proved effective, the danger of re- 
lapse is inherent. Combined parenteral therapy with 
penicillin and streptomycin has been demonstrated to 
be practical and generally successful for short-term 
therapy. Such combinations in treatment of penicillin- 
sensitive organisms have permitted reduction of treat- 
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ment to two weeks and also the use of depot penicillin 
which decreases the number of intramuscular injec- 
tions that the patient must endure. If relapse occurs 
upon withdrawal of the drugs, treatment must be re- 
sumed and should be extended at least for another two 
to four weeks. Although it has been thought that this 
failure to eliminate the infection does not adversely 
affect the result, such experience is discouraging and 
costly to the patient if not of more serious consequence. 

The more conservative regimens include recommen- 
dations for a minimum of four weeks up to eight weeks 
or more. In general, therapy should not be discon- 
tinued until at least 14 to 21 days have elapsed from the 
time of the last temperature elevation. This interval 
should be lengthened in the case of the more resistant 
organisms or where there has been a delay in the diag- 
nosis of the febrile disease. 

Occasionally a drug fever may complicate the prob- 
lem of when to stop therapy. Continued elevation of 
temperature should be cause for repeat cultures in 
search of another organism or evidence of resistance. 
In the absence of positive blood cultures and other 
clinical signs of activity, the fever may promptly sub- 
side when drugs are discontinued. 

Routine periodic cultures during the course of 
therapy have added little information above that of 
clinical evaluation. In most instances, the blood is free 
of viable organisms during intensive and appropriate 
therapy when fever is also absent. Relapses at the end 
of therapy are generally signaled by fever and the re- 
turn of positive blood cultures. 


3. Failure of Antimicrobial Therapy 


Although the therapeutic armamentarium includes 
at least ten different and useful antimicrobial agents, 
there are occasional cases where these agents have 
proved ineffective. In such cases, the isolation of a re- 
sistant organism or the failure to identify the organism 
have provided problems in choosing an effective drug. 

Of the organisms isolated, the Gram-negative en- 
teric group of bacteria is most likely to show resist- 
ance or only partial susceptibility to the presently 
available antibiotics. Among these are various coli- 
forms and Aerobacter aerogenes. The staphylococci 
have also shown some resistance; failures occur even 
when the organism is susceptible to in vitro tests. 

Yeast and fungal isolates are most difficult prob- 
lems. During the past two years, we have observed 
three fatal cases of monilial endocarditis following 
therapy that included parenteral and oral nystatin, 
parenteral amphotericin, cycloheximide (Actidione) 
or stilbamidine. 

When therapy must be undertaken in the absence of 
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a bacteriologic diagnosis, the regimen must be based on 
(1) statistical evidence for the frequency of possible 
isolates and (2) an optimal regimen for suc! organ- 
isms. Analysis of several series of cases shows that 
from 65 to 95 per cent of each series have been identi- 
fied with a streptococcus, with the alpha streptococci 
predominating. 

Although our data in recent years show preponder- 
ance of streptococcal isolates in bacterial endocarditis, 
the increasing frequency of resistant staphylococcal 
infections is reflected by the presence of ten cases in 
this series. Dowling pointed out in 1952 that, in the 
antibiotic era, the ratio of streptococcal to staphy- 
lococcal isolates in endocarditis had decreased to 
2.6:1 in contrast to 4:1 in the pre-antibiotic period. 

Feder has suggested that where no organism can be 
isolated, the patient should be treated as though a 
resistant organism were present. He recommended as 
initial daily therapy, 10 million units of penicillin in- 
tramuscularly in divided doses. Therapeutic response 
is expected in 48 to 72 hours. Failure to obtain a tem- 
perature response is indication for doubling the peni- 
cillin and possibly adding probenecid. If such an aug- 
mented regimen is ineffective in another 24 hours, 
both drugs are discontinued and another antibiotic or 
a combination is attempted. 


4. Failures Due to Complications 


The fourth group of failures in management is a 
result of complications from inability to control the in- 
fection or of residual damage when cure of the infec- 
tion has been accomplished. Congestive heart failure 
resulting from valvular insufficiency or less well-de- 
fined myocardial injury may leave the cured patient as 
a cardiac cripple. Earlier diagnosis and adequate 
therapy should decrease these complications. 

Rupture of the cusps of the aortic valve, with or 
without abscesses of the valve ring, may cause death 
before the infection can be eradicated. The threat of 
this complication has prompted us to initiate treatment 
more rapidly at the slightest suspicion of staphylococcal 
bacteremia in the presence of valvular disease. 

Cerebral embol: may occur as a terminal event or asa 
complication during the diagnostic or early treatment 
phases. When the disease is uncontrolled and the 
emboli are septic, a meningitis may result. 

Focal embolic glomerulonephritis may result from 
repeated small embolizations of glomerular capillaries; 
larger infarcts may also occur. This may be reflected in 
the urinary sediment with red blood cells and casts. 
The repeated damage to the kidney in untreated cases 
may lead to the development of uremia. 

Emboli to other main arteries, including those to the 
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spleen or the extremities, may cause sudden pain and 
ischemia. Mesenteric embolism has been observed. In 
our experience, except for splenic infarction, these 
complications have been relatively infrequent. 


illustrative Cases 


Selection of representative case histories for prob- 
lms of management proved that most cases do not 
show a singular fault or reason for failure. With recog- 
nition of this difficulty, the following cases were chosen 
to illustrate the problems arising in diagnosing and 
treating infective endocarditis. 


Case 1 


Patient B, a 31-year-old white man, was admitted to 
the surgical service for possible valvular surgery. He 
had been known to have a heart murmur for five years. 
During the two weeks prior to admission, he suddenly 
developed congestive heart failure and experienced 
paroxysmal nocturnal dyspnea on several occasions. In 
the previous six months, he also noted a 20-pound 
weight loss and increasing fatigue. He had undergone 
dental work about four or five months prior to his 
admission. Cough and fever were noted at the time of 
onset of failure, but he had been afebrile since his 
family physician gave him penicillin. He had been 
digitalized just prior to hospitalization. 

On physical examination, there was cardiomegaly, 
tachycardia, a typical water hammer pulse and a blood 
pressure of 140/60. Systolic and diastolic murmurs 
were audible at both the base and the apex of the 
heart. The systolic murmur was transmitted into the 
neck. There were rales at the bases of both lungs. The 
tip of the spleen was palpable. The fingers showed 
clubbing, and there were suggestive splinter hemor- 
thages and more definite tender nodules in the tip of 
the right thumb. 

Laboratory studies disclosed anemia, leukocytosis 
and an increased sedimentation rate. Repeated blood 
cultures were negative. 

In spite of the absence of fever and in spite of the 
negative blood cultures, a diagnosis of bacterial endo- 
carditis was made. The patient was given 2.4 million 
units of aqueous penicillin and 2.0 Gm. of streptomycin 
intramuscularly daily for two weeks. He was then 
placed on oral phenoxymethyl penicillin, 12 million 
units daily, with probenecid as an adjuvant. He was to 
continue treatment at home for another month. 

Eighteen days after discharge, the patient was seen 
because of nausea and anorexia. He appeared slightly 
jaundiced, and the total bilirubin was 1.5 mg. 

On the 21st day, he developed severe dyspnea and 
then pulmonary edema. He died before he could be 
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moved back to the hospital. At autopsy, there was 
bacterial endocarditis of the aortic valve. Two of the 
valve cusps were destroyed. The third cusp was small 
and scarred, probably indicating an old rheumatic 


process. 

Discussion. This patient was originally admitted to 
the surgical service for consideration of a valvular 
prosthesis for his aortic valve. The sudden appearance 
of severe congestive failure in this young adult sug- 
gested to the consultants the possibility of recent 
rheumatic activity or of bacterial endocarditis. The 
history presented features compatible with the diag- 
nosis of endocarditis for at least five to six months. 

The case points out the failure to suspect the disease 
in the presence of fatigue, weight loss and presumably 
other evidence of infection in an individual with 
valvular heart disease and with a history of recent 
dental extractions. During the time from the onset of 
his endocarditis until the appearance of congestive 
heart failure, the aortic valve was severely damaged. 
Prompt institution of therapy at an earlier time might 
have prevented the severe aortic regurgitation which 
undoubtedly led to congestive heart failure. 

The presumptive diagnosis was bacterial endocardi- 
tis, and the absence of fever and the negative blood cul- 
tures did not weaken the obligation to proceed with 
therapy. There was a drop in the sedimentation rate 
during hospitalization but no striking change in the 
hemeglobin level. His discharge was arranged for 
economic as well as family reasons, with the hope that 
the oral program would be adequate as well as manage- 
able at home. Surgical treatment was to be recon- 
sidered at a later date. 

Death resulted from severe congestive heart failure 
due to aortic regurgitation. The type of valvular 
damage suggested relatively long-standing disease. In 
retrospect, although diagnosis was not delayed after 
his hospitalization, a more vigorous therapeutic pro- 
gram might well have been followed. Whether more 
intensive therapy would have prevented the onset of 
the severe cardiac decompensation is conjectural. 


2 


Patient F, a 40-year-old male, had a five-year history 
of angina pectoris, and there had been increasing con- 
gestive heart failure for one year. His physical findings 
were compatible with a diagnosis of aortic stenosis. He 
was advised to obtain surgical treatment for his aortic 
stenosis. 

At the time the patient was admitted to the Hospital 
of the University of Pennsylvania, there were classical 
findings of severe aortic stenosis. The heart was en- 
larged, and an early diastolic gallop rhythm was audi- 
ble at the apex. 
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On the seventh hospital day, an aortic valvulotomy 
was successfully performed by the transaortic ap- 
proach. Except for a brief episode of bradycardia that 
was treated successfully with atropine, the postopera- 
tive convalescence was uneventful. The patient left the 
hospital on the 19th postoperative day. There had 
been no significant elevations in temperature during 
the last ten days of hospitalization. 

On the 31st postoperative day, while at home, the 
patient’s temperature rose to 99.6° F. A similar fever 
was noted on two subsequent occasions. On the 45th 
postoperative day, he noticed soreness of the finger- 
tips and purple spots on the finger pads. 

The patient was readmitted to the hospital on the 
55th postoperative day with low-grade fever. He had 
petechiae in the left conjunctival sac and Osler’s nodes 
of the fingers and toes. The aortic systolic murmur was 
unchanged. 

Blood cultures yielded a Candida species after 11 
days of incubation. Accordingly, the patient was 
treated with oral amphotericin, intravenous cyclohexi- 
mide, and nystatin. The therapy failed to influence the 
fever. In addition, there was a drop in hemoglobin from 
13 Gm. to 10.8 Gm. during the first nine days of hos- 
pitalization. On the 12th hospital day, congestive 
heart failure developed quite rapidly, and an electro- 
cardiogram showed evidence of “injury” of the anterior 
wall of the heart. The patient died 24 hours later. 

At autopsy, there were massive vegetations on the 
superior surface of the greatly scarred aortic cusps. 
The vegetations projected into the ascending aorta so 
as to almost occlude the channel. Cultures from the 
vegetations yielded Monilia albicans. There was a 
mycotic embolus in the anterior descending branch 
of the left coronary artery with consequent infarction 
of the myocardium. Emboli were also seen in the kid- 
neys, spleen, and superior mesenteric artery. 

Discussion. This case was the last of three transaortic 
valvulotomies of the aortic valve in which monilial 
endocarditis developed. The patient was alerted post- 
operatively to watch for fever, and he returned to the 
hospital within a week after a daily febrile pattern had 
become established. There was therefore no delay in 
the diagnosis of the disease. He was assumed to have 
monilial endocarditis on admission, and therapy was 
actually begun on the fourth hospital day. By the time 
his first positive blood culture was reported, he was on 
a well-established regimen. None of the available agents 
was effective in concentrations which could be attained 
in the blood against this organism. He died of multiple 
emboli of which the most lethal was that to his coro- 
nary circulation. Failure of treatment could be defi- 
nitely attributed to the lack of an effective and non- 
toxic antimonilial agent. 
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Case 3 


Patient M, a 37-year-old white man, had rheumatic 
fever when he was 15 years old. He was left with com- 
bined aortic and mitral valve disease. Nevertlicless he 
had led an active life, participating annually in high- 
level tournament tennis. Eight weeks before adinission 
to the hospital, he experienced sudden pain in the 
left calf, and the leg became swollen. A chest film at 
that time was reported to show “pneumonitis.” He 
was found to have a moderate anemia. He also noticed 
transient weakness of the left hand at that time. He was 
treated at home with sulfonamides and penicillin, but 
he remained febrile. 

On admission to the hospital, the temperature was 
100.8° F., the pulse rate 114, the respiratory rate 20, 
and the blood pressure 140/50. The heart was en- 
larged, and there was a loud to-and-fro murmur heard 
over most of the precordium, in the left axilla, and at 
the base of the left lung posteriorly. There was club- 
bing of the fingers. The pulses in the left foot were 
weaker than in the right. Blood was taken for culture 
in a medium to which penicillinase had been added. 

Therapy was started on the second hospital day 
with phenoxymethy! penicillin, 12 million units daily, 
and probenecid, 0.5 Gm. every six hours. The patient’s 
temperature responded in 72 hours. Blood cultures 
subsequently yielded a Streptococcus viridans, sensi- 
tive to 0.039 units of penicillin per ml. 

The auscultatory findings changed on the third day 
of hospitalization, with development of a coarse early 
diastolic murmur at the apex. There was a correspond- 
ing thrill. On the ninth hospital day, right bundle 
branch block was noted. At first, there were only minor 
elevations of temperature, but during the third week, 
the fever rose to 101° F. throughout one night. Around 
this same time, the patient also complained of symp- 
toms suggesting esophagitis, and Maalox was added to 
the regimen. 

The pulse pressure widened slowly. At the end of 
the fifth week, a slight increase in fever and in pulse 
rate prompted the change to more vigorous penicillin 
therapy by the intramuscular route. On the 42nd day 
of therapy, the patient looked extremely ill and in 
shock. His blood pressure was 100/40. His neck veins 
had become distended. He was given morphine for 
symptomatic relief. On the following day, Cheyne- 
Stokes respiration was observed, and the patient died 
abruptly with cardiac arrest. 

Post-mortem examination showed old rheumatic 
scarring of the aortic and the mitral valves. Two aortic 
cusps were fused, and there was a perforation due to 
bacterial endocarditis near the base of one of the cusps. 
The adjacent sinus of Valsalva was affected by the 
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endocarditis and showed aneurysmal dilatation. It was 
obvious that there must have been severe aortic regurgi- 
tation. 

Discussion. In this case, the history of infection 
antedated hospitalization by approximately eight weeks. 
During this interval, there must have been increasing 
damage to the aortic valve. In spite of the suscepti- 
bility of the causative organism to penicillin, it became 
apparent that the infection was not being completely 
controlled by oral penicillin. Whether massive doses 
by the parenteral route would have prevented the fatal 
outcome is open to question. However, it is obvious 
that the severe aortic regurgitation present on admis- 
sion would have left this man with practically no 
cardiac reserve. In summary, lack of early recognition 
and inadequacy of therapy jointly were responsible for 
this failure of management. 


Case 4 


Patient T, a 71-year-old white man, had undergone 
prostatectomy at another hospital for acute urinary 
retention. He had been dyspneic for years and was 
known to have had cardiac murmurs. Following opera- 
tion, he began to have hemorrhages, developed fever 
and became anemic. He received a number of blood 
transfusions and was discharged after 43 days. 

Because of continued low-grade fever, chest pain 
and a tender nodule in the scalp, the patient re- 
entered the hospital for diagnostic studies. On admis- 
sion, his temperature ranged from 100° to 102° F. His 
blood pressure was 160/100. There was a murmur 
compatible with mitral regurgitation. The liver was 
enlarged. 

Within 24 hours, the finding of nonhemolytic strep- 
tococci in initial blood cultures confirmed the clinical 
suspicion of bacterial endocarditis. Other laboratory 
studies included a hemoglobin of 9.2 Gm. and a white 
blood cell count of 9,900. The electrocardiogram 
showed left axis deviation and possibly early left ventri- 
cular hypertrophy. 

The patient was initially treated with 600,000 units 
of procaine penicillin intramuscularly every six hours, 
along with probenecid, 0.5 Gm. He became afebrile in 
48 hours and remained so until his discharge after 28 
days of therapy. There was no growth of organisms 
from blood obtained for culture just prior to discharge. 
However, anemia had persisted. 

The patient left the hospital with instructions to 
continue his treatment at home with oral phenoxy- 
methyl penicillin, 1.6 million units daily, plus 1 Gm. 
of probenecid. While at home, he had occasional mild 
elevations of temperature with weakness and fatigue. 
After about four weeks of home treatment, he developed 
an upper respiratory infection with sore throat and 
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cough. He returned to the hospital on the 64th day 
after the original diagnosis of bacterial endocarditis. 

The physical findings were essentially similar to 
those of his first hospitalization. Blood cultures taken 
on the day of admission grew a nonhemolytic strep- 
tococcus. The hemoglobin was 10 Gm., the erythrocyte 
count, 3.9 million, and the white blood cell count, 
9,700. The blood urea nitrogen was 19 mg. 

Treatment was immediately started with 6 million 
units daily of aqueous penicillin plus probenecid. On 
the fourth hospital day, streptomycin was added in 
doses of 0.5 Gm. twice a day, and this was continued 
for eight days. In spite of this regimen, fever persisted, 
and since in vitro tests had indicated that the organism 
was sensitive only to chloramphenicol and penicillin, 
chloramphenicol was substituted for streptomycin in 
the program. This regimen was continued for the next 
16 days, when oral phenoxymethy! penicillin was sub- 
stituted for intramuscular penicillin in a dose of 1 mil- 
lion units every eight hours. After 11 more days of 
treatment, the patient was discharged from the hospital. 
There had been a total of 39 days of therapy on this 
admission, and the penicillin and the chloramphenicol 
therapy with probenecid were to be continued at home. 

On the fourth day after leaving the hospital, the pa- 
tient’s temperature spiked to 101.6° F. Because of in- 
creasing dyspnea and other early congestive phenom- 
ena, digitalis was prescribed. A blood culture was taken 
at home on the 12Ist day after the first diagnostic 
blood culture. An enterococcus was isolated, and was 
found to be sensitive to penicillin at levels of 5.0 units 
per ml. and also to chloramphenicol. Accordingly, the 
patient returned to the hospital. 

On readmission, the patient again showed fever, 
anemia and cardiac murmurs. There was a small 
tender nodule on the thoracic wall and a splinter 
hemorrhage. The spleen was palpable. 

A more intensive program of treatment was started, 
with 10 million units of penicillin daily by intravenous 
drip and 3 Gm. daily of chloramphenicol by mouth. 
After two weeks of this treatment, there was considera- 
ble improvement, but the white blood cell count was 
still elevated. This, plus a rise in temperature, justified 
a further increase in penicillin dosage to 20 million 
units daily. After 13 days of this more intensive treat- 
ment, the patient again reverted to phenoxymethyl 
penicillin, 12 million units daily, and streptomycin, 2 
Gm. daily, for the last 14 days of this hospitalization. 
Fever had completely disappeared. 

The patient was again sent home with instructions 
to watch his temperature carefully. Another relapse 
followed, and therapy was restarted at home. How- 
ever, his health failed to improve, and 280 days after 
the original diagnosis of endocarditis, he developed a 
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right-sided hemiplegia. This was attributed to an 
embolus. 

The patient’s condition deteriorated, and 18 days 
after the onset of his paralysis, he was readmitted to 
the Hospital of the University of Pennsylvania. He 
continued to show anemia, spiking fever and positive 
blood cultures for a nonhemolytic streptococcus. The 
downward course continued, and the patient died 328 
days after the original positive blood culture. An 
autopsy was not performed. 

Discussion. This case exemplifies the difficulties that 
arise from failure to suspect endocarditis. Had a more 
intensive search for infection been made in the period 
immediately after prostatectomy, treatment might have 
been started earlier. There is also the problem of 
adequacy of therapy; it was not until the second admis- 
sion that doses approached those needed to give high 
blood concentrations of penicillin. The nature of the 
offending organism was not suspected until the third 
admission when full cooperation between the clinicians 
and the chemotherapeutic laboratory was first realized. 
Again, the intensive therapy on this third admission 
was limited to 28 days; the patient could hardly be 
made to accept any more intensive intravenous therapy 
at this time. 

The case also demonstrates the serious complication 
of cerebral embolism which resulted from failure to 
control his infection. The patient required the use of 
hospital facilities for approximately 154 days; this was, 
needless to say, an expensive hospitalization. And, 
despite all measures employed, the outcome was un- 
pleasant and unsatisfactory for patient, family and 
attending physicians. 


Conclusions 


The major problems in the management of infective 
endocarditis are related to the rapidity of recoynition 
of the disease and the prompt initiation of acequate 
therapy. Many of the complications in this <lisease 
could be avoided if early diagnosis were made and 
treatment promptly started. 

Since the best results with subacute bacteria! endo- 
carditis indicate that a mortality of 25 per cent may be 
expected, the diagnosis of the disease in a given patient 
implies that the chances of death are one in four. When 
therapy is delayed or inadequate, the chances of a fatal 
ending increase. 

It would seem wiser generally to employ heavier and 
longer dosage schedules than the minimum required 
for the simpler, uncomplicated cases. The optimal 
regimens should be employed with full use of laboratory 
information as to the nature and susceptibility of the 
infecting organism. Where such services are not availa- 
ble or when it is not possible to obtain such information, 
the use of continuous intravenous therapy in massive 
doses seems to offer greater hope for cure than any 
other treatment. 

There still remains the problem of insusceptibility of 
some infecting organisms. Until more effective anti- 
microbial agents are available, fatalities will be inevitable. 
Such cases, as well as those treated inadequately, will 
be largely responsible for the appearance of complica- 
tions in the course of the disease. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


Deaths Following Electrotherapy 


ELECTROCONVULSIVE THERAPY and its modifications carry a 
small but significant case fatality rate, which is estimated 
to be on the order of one death per 1,000 patients treated. 
The main cause of death in treatment is the failure of the 
circulatory system to withstand the suddenly increased 
demands, or the strain imposed, at the time of treatment. 
The case fatality rate is higher in older patients and in 
those with cardiovascular disease or disability. Less fre- 
quently death in treatment is attributed to failure in the 
respiratory and nervous systems; even within these systems 
the fatal lesion is apt to be vascular or secondary to cardio- 
vascular lesion. In the four cases in this series in which 
autopsy was done, coronary sclerosis with resultant partial 
or complete occlusion (in one case, a fresh thrombus) was 
found. In these four cases death was attributed to the in- 
ability of the impaired coronary circulation to withstand 
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the suddenly increased demands associated with treat- 
ment. No other significant lesions that could account for 
death were found. These coronary lesions were not de- 
tectable by the usual methods of pretreatment examination, 
including electrocardiography. For these reasons these 
deaths were not predicted or predictable. 

Much attention is now directed at the alleviation of the 
sources of strain in treatment. But the inherent risk of 
treatment cannot at present be eliminated, largely because 
of the presence of undetected coronary artery sclerosis 
and its effect upon the cardiovascular responses to electric 
stimulation. Despite these complications the case fatality 
rate in psychiatric electrotherapy is low; whenever treat- 
ment is indicated, this fact should as a rule outweigh other 
considerations, provided adequate precautions are carried 
out.—Saunpers P. ALEXANDER, M.D., LAWRENCE H. Gata- 
GAN, M.D., PH.D., and H. Lewis, Jr., M.D., J.A.M.A. 
161:577, 1956. 


GP Volume XVII, Number 3 


dor 
tho 
pre 
to 
dis 
th 
les 
i al 
nl 
el 
cal 
| 
ere 
| 


clive 
‘ition 
juate 
sease 

and 


ndo- 
'y be 
tient 
Then 
fatal 


and 
ired 
imal 
tory 
‘the 
aila- 
ion, 
sive 
any 


y of 
nti- 
ble. 
will 


ica- 


ticle 


Trauma to the diaphragm may allow any of the ab- 
dominal viscera to enter the thorax. The ascent of the 
abdominal contents is aided by the difference in pres- 
sure between the chest and peritoneal cavities. Intra- 
thoracic pressure is negative while intra-abdominal 
pressure is usually above atmospheric pressure, es- 

ially during straining, thereby providing a pressure 
gradient in the direction of the thorax. 

Penetrating wounds of the abdomen or chest may 
involve any part of the diaphragm. Crushing injuries 
to the chest or abdomen also may cause a tear in the 
diaphragm. Although the tear may occur anywhere in 
the diaphragm following severe compression, the left 
leaflet is more commonly involved, especially at its 
lateral aspect. A history of severe injury is usually 
easily obtained, but at times there is no apparent in- 
jury, and only careful questioning may reveal a sig- 
nificant accident in the distant past. 

Although the rupture of the diaphragm occurs at 
once, herniation of the abdominal contents may be 
either immediate or delayed for months or years. 
Repeated episodes of increased intra-abdominal pres- 
sure associated with coughing, straining, obesity or 
pregnancy, may finally cause herniation through the 
previously formed tear. Any of the abdominal organs 
may enter the thorax, depending on the size and loca- 
tion of the defect in the diaphragm. All or part of the 
stomach, the spleen, portions of the small intestine 
and colon may occupy an intrathoracic position. The 
colon is very commonly involved in the process, and 
obstruction and strangulation of this organ occurs 
frequently. At times only the omentum extrudes 
through the defect. 

Symptoms may be absent or severe and are deter- 
mined by the degree of mechanical interference with 
function of the herniated viscera and the degree of 
compression and displacement of intrathoracic struc- 
tures. 

The diagnosis of traumatic diaphragmatic hernia 
may at times be suspected on the chest roentgenogram. 
The contour of the left leaflet of the diaphragm may 
be obscured or irregular, and in the lung field there 
appear unusual air and fluid shadows having the ap- 
pearance of the stomach gas bubble or the haustral 
markings of the colon. The gas shadows change rapidly 
so that serial films may induce suspicion of hernia. 
Absolute diagnosis depends on barium studies of the 
gastrointestinal tract. If only the omentum is present 
in the hernia, there may be upward displacement of the 
transverse colon or stomach. A pneumothorax may be 
present if a penetrating wound through the thoracic 
wall caused the diaphragmatic rent. A pneumoperi- 
toneum will be found ifa penetrating abdominal wound 
perforated a hollow viscus as well as the diaphragm. 
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Traumatic 
Diaphragmatic Hernia 


SOL KATZ, M.D. 
Associate Editor, GP 


Figure 1. Chest roentgenogram showing multiple air-fluid levels in 
the left hemithorax due to the herniation of the stomach and large 
bowel through a traumatic tear in the diaphragm. The heart is dis- 
placed to the right. 


Figure 2. Soft ovoid density at the left costophrenic angle represents 
omentum that has herniated through a rent in the lateral portion of 
the diaphragm. There was a history of trauma many years previ- 
ously. 
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Hypotensive Crises From Meprobamate 


Scorr AND HIS Associates describe severe hypotensive 
crises occurring in three patients soon after normal 
doses of meprobamate were administered. It is not 
clear what mechanisms were involved in causing the 
abnormal reaction. All the patients were elderly, two 
were hypertensive and the other was suspected of 
having some cerebral arteriopathy. (Arch. Int. Med., 
100 :484, 1957.) 


Scalene Lymphadenopathy 


THE VALUE of biopsy of the scalene lymph nodes in the 
diagnostic study of patients with various intrathoracic 
diseases has been accepted. Some observers have ques- 
tioned the assumption that the scalene lymphadeno- 
pathy represented the same pathologic process as the 
intrathoracic disease. For this reason, Bennett and Carr 
studied the right and left scalene fat pads that were 
removed at the time of post-mortem examinations. 

In the 74 post-mortem examinations, no lymph 
nodes were found in the fat pads in four cases. Nodes 
were found in both fat pads in 25 cases, on the right 
side only in 16 cases and on the left side only in 29 
cases. The number of nodes found in the fat pads varied 
from one to four. 

The nodes were sectioned and studied as unknowns 
and a diagnosis was recorded. Then these diagnoses 
were correlated with the intrathoracic diseases found 
to be present at the time of the post-mortem examina- 
tions. In 52 of the 70 cases in which nodes were avail- 
able for study, there was either no intrathoracic dis- 
ease or irrelevant disease, such as terminal broncho- 
pneumonia. In all of these cases, the lymph nodes 
were normal or showed such nonspecific changes as 
chronic lymphadenitis. 

In six cases in which pulmonary or mediastinal dis- 
ease, such as tuberculosis, granuloma of unknown 
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Tips from Other Journals 


etiology or Hodgkin’s disease, was present, the scalene 
node revealed no pathology. However, in 12 cases in 
which significant intrathoracic disease was present, this 
was evident also on examination of the scalene nodes 
on one or both sides. The diagnoses in these 12 cases 
included sarcoidosis, adenocarcinoma of the bronchus, 
metastatic carcinoma from breast and pancreas, Hodg- 
kin’s disease, acute leukemia and chronic leukemia. 
In no case did examination of the scalene nodes suggest 
a diagnosis that was not confirmed by the rest of the 
post-mortem study. (Am. Rev. Tuberc., 76:503, 1957.) 


Radiotherapy in Incurable Cancer 


Scuutz piscusses the principles involved in radio- 
therapy for advanced and incurable malignant disease. 
The first of the principles is that it is the purpose of 
palliative radiotherapy to provide symptomatic relief. 
This means that the patient must have something 
wrong of which he can be relieved. The mere fact that 
the patient has an incurable malignant disease is not 
always justification for proceeding with radiotherapy. 
Little benefit is gained by disturbing the patient with 
a course of radiotherapy intended to relieve symptoms 
that he doesn’t as yet have. 

Another purpose of radiotherapy is to prolong life, 
and in this it is often successful, as in the instance of 
malignant lymphomas involving vital organs. Prolonga- 
tion of life, however, if it is to be worth while, must 
mean the prolongation of a useful and a comfortable 
existence with relief of symptoms and restoration to 
some degree of health and happiness. The mere adding 
of days cannot be justified if they are to be days of 
misery and pain. 

The author also emphasizes that a course of radio- 
therapy should be used only with reasonable assurance 
that relief will materialize. Radiation is not effective in 
all neoplastic conditions. The neoplasm must in some 
part at least be susceptible to ionizing rays. 
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When attempting palliation, one must be sure that 
it will not make an already bad matter worse. Radio- 
therapy inadvisedly persisted in can result in adding 
necrosis to disease. 

There are circumstances in which a dying patient 
may sometimes be rescued by radiotherapy. Severe 
upper mediastinal obstruction with resulting suffoca- 
tion, when due to a highly radiosensitive tumor, may 
show a marked response from radiotherapy in conjunc- 
tion with nitrogen mustards or some similar agent. 


(Radiology, 69:321, 1957.) 


Preparation of Colon for X-Ray 


Ir Is GENERALLY AGREED that the proper preparation 
of a patient for roentgen examination of the colon re- 
quires the use of both an efficient cathartic and cleans- 
ing enemas. For this purpose, the most frequently ad- 
vocated cathartics have been castor oil, compound 
licorice powder and phenolphthalein. 

Kaufman used a preparation containing senna as the 
laxative component in 100 consecutive patients who 
were given either routine barium enemas or double- 
contrast colon studies. The material was taken as a 
single dose the evening before the roentgen examina- 
tion. 

Patients who were to have a double-contrast study 
were instructed to include three cleansing enemas 
prior to the actual examination, while in those having 
routine barium enemas, only a small saline enema was 
used before roentgen examination. 

All of the patients found the material containing 
senna to be palatable and easily prepared. Compared to 
castor oil, there were fewer complaints of griping, sleep- 
lessness and cramping. During the actual examina- 
tions there was not found to be any significant degree 
of spasm or irritability of the colon. In many cases, 
there was better cleansing of the distal colon than the 
author would have expected with castor oil. This 
method of bowel cleansing was most rewarding in pa- 
tients undergoing double-contrast enemas. The ap- 
pearance of fictitious polyps of the colon, seen on the 
double-contrast study due to undigested castor oil 
droplets, was avoided by the use of the senna prepara- 
tion. (Am. J. Roentgenol., 78:725, 1957.) 


Calcification in Solitary Nodules of the Lung 


O’Krrre, Goop anp McDonatp undertook a study to 
ascertain whether calcification may be present in a 
greater percentage of solitary nodules of the lung than 
has been detected on the usual preoperative stereo- 
scopic and lateral roentgenograms. In 207 cases in 
which the pathologic specimens were available, roent- 
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genograms were made of the actual specimens. Calcifi- 
cation was detected in 49.6 per cent of the benign and 
13.9 per cent of the malignant lesions. The highest 
prevalence of calcification was found in the granulomas 
(see the table below). 

In one of the cases of primary carcinoma, calcifica- 
tion in the region of the mass was reported in the pre- 
operative roentgenogram and a pulmonary stone, as 
well as carcinoma, was suggested as the possible 
etiology. Another specimen showed central calcifica- 
tion which, on microscopic examination, revealed the 
calcium to be in necrotic tumor tissue. In a third case, 
the calcium was located in a Ghon lesion, which had 
been engulfed by the growing mass. Calcification in 
another lesion proved to be located in calcified pleura 
which had been invaded by the tumor and could not 
be separated grossly from it. In the remaining speci- 
mens, the calcium was contained in old healed scar 
tissue, presumably from a previously acquired chronic 
inflammatory process. 

In the two specimens of metastatic lesions that 
showed calcification on the roentgenogram of the 
specimen, the calcium was present in necrotic tumor 
cells. 

This study indicates that calcification is present and 
can be demonstrated by roentgenologic means in a 
greater number of cases than can be detected from the 
preoperative use of stereoscopic posteroanterior and 
lateral roentgenograms alone. The finding of calcium 
within these lesions does not indicate that they are 
benign. 

However, when the calcification was laid down be- 
tween concentric rings of fibrous tissue or when the 
calcium was stippled diffusely through the lesion, the 
solitary nodule could be safely called benign from a 
roentgenoiogic standpoint. These two patterns of 
calcification were not observed in any of the malignant 


nodules. (Am. J. Roentgenol., 77:1023, 1957.) 


PREVALENCE OF CALCIFICATION 
IN SOLITARY PULMONARY NODULES 


No. showing No. sh 


No. calcium in in preoperativ 
Lesion of cases specimen roentgenogran 
Granuloma 90 56 
Hamartoma 32 ll 
Adenoma 14 2 
Primary carcinoma 38 6 
Metastatic carcinoma 20 2 
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Pulsations of the Chest Wall 


DRESSLER RECALLS attention to the fact that diagnosis of 
heart disease is greatly assisted by careful inspection 
and palpation for pulsations of the chest wall. The 
following helpful signs are described: 

1. Left ventricular hypertrophy: broad apex beat of 
heaving quality. (When associated with mitral stenosis, 
this sign may signify a complicating lesion that would 
contraindicate mitral commissurotomy.) 

2. Right ventricular hypertrophy: diffuse, heaving 
pulsation in the left parasternal area. 

3. Giant left atrium associated with mitral regurgita- 
tion: heaving pulsation at right half of chest in fourth 
intercostal space between midclavicular and midaxillary 
lines. 

4. Myocardial failure: gallop rhythm indicated by a 
diastolic pulsation of the precordium, giving the im- 
pression of “tremor of the precordium.” 

5. Cardiac aneurysm: balloon-like bulge of the pre- 
cordium during systole. 

6. Adhesive pericardial disease: diffuse systolic de- 
pression of the precordium, followed by brisk diastolic 
rebound. 

7. Tricuspid regurgitation: diffuse systolic depres- 
sion at left side of chest and an opposite pulsation at 
the right half of the thorax. 

8. Aortic regurgitation: systolic depression of mid- 
portion and right side of chest. (Mod. Concepts Cardio- 
vascular Dis., 26:421, 1957.) 


Chronic Constrictive Pericarditis 


PtuM, BRUWER AND CLAGETT REVIEWED the roentgeno- 
logic findings in 35 surgically proved cases of chronic 
constrictive pericarditis. They concluded that although 
none of the roentgenographic manifestations of the 
disease are definitely diagnostic, certain roentgenologic 
findings strongly suggest the diagnosis when other 
clinical features are compatible. 

Calcification in the pericardium was observed in 16 
of the 35 cases (46 per cent). The principal sites of 
calcification were, in order of frequency: (1) high on 
the left border of the heart (16 cases); (2) along the 
sternal and the diaphragmatic surfaces of the right 
ventricle (12 cases) ; (3) in the coronary sulcus between 
the left atrium and ventricle (11 cases). 

Definite changes in cardiac contour were noted in 14 
of the 35 patients. The usual change was to a globular 
appearance. The left atrium was enlarged and the heart 
had a “mitral configuration” in seven cases. The 
authors suggested that this may have been due to con- 
striction of the left ventricle or at the left atrioventricu- 
lar groove. The transverse size of the heart was definitely 
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larger than normal in six of the 35 patients and was 
considered to be at the upper limits of norma! size oy 
slightly enlarged in three additional cases. Prominence 
of the superior vena cava and of the azygos vein was q 
frequent finding. 

Pleural effusion was seen in 21 of the patients. It 
was bilateral in 12 instances and unilateral (always 
right-sided) in nine instances. Evidence of pulmonary 
vascular congestion was seen in 15 patients. 

Cardiac fluoroscopy was helpful in diagnosis when 
the amplitude of cardiac pulsations was decreased, 
Pulsations were decreased or absent in 20 of the 26 
patients in whom cardiac fluoroscopy was conducted. 


(Proc. Staff Meet., Mayo Clin., 32:555, 1957.) 


Blood Cultures After Sigmoidoscopy 


BACTEREMIA IS FREQUENTLY INDUCED by dental or uro- 
logic manipulation. In the presence of valvular or con- 
genital cardiac disease, such bacteremia imposes the 
special hazard of bacterial endocarditis. When they 
were confronted with the need to perform sigmoidos- 
copy in a patient who had been successfully treated for 
subacute bacterial endocarditis, Unterman, Milberg 
and Kranis decided that there was need to study the 
frequency of transient bacteremia following sigmoidos- 
copy. 

The authors obtained blood cultures before and after 
sigmoidoscopy in 50 patients in whom the usual clinical 
indications for the procedure were present. In only one 
instance was there a significant post-sigmoidoscopy 
positive blood culture. In that case, A. aerogenes was 
grown immediately after sigmoidoscopy, but there was 
no growth from a specimen of the blood obtained 
fifteen minutes later. It was concluded that antibiotic 
prophylaxis need not be undertaken in patients with 
valvular lesions who are undergoing routine sig- 
moidoscopic examinations. (New England J. Med., 


257 :773, 1957.) 


Silk Antigen in Vaccines 


FRIEDMAN AND HIS COLLEAGUES report the case of a boy 
who had a severe asthmatic reaction following the sub- 
cutaneous administration of typhoid-paratyphoid vac- 
cine. Several weeks later, passive transfer studies using 
this patient’s serum showed reactions only to the 
brand of triple typhoid vaccine that he had received. 
No reactions occurred with three other brands. 

A series of cross-neutralization studies revealed that 
silkworm allergen was the offending agent. Filtration 
through silk was part of the procedure in the prepara- 
tion of the offending vaccine. 

In the same issue, Coleman reports the results of 
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study of a wide variety of biologic agents for the pres- 
ence of silk antigen. Silk was present as a contaminant 
in diphtheria and tetanus toxoids; tetanus antitoxin; 
pertussis, typhoid, typhus, cholera, influenza, mumps 
and poliomyelitis vaccines; crude liver; human gamma 
globulin and vitamin 

It appears that there are sufficient numbers of re- 
actors to make allergic reactions to silk a not infrequent 
occurrence. The risk of dangerous allergic reactions 
could be reduced by banning the use of silk filters in 
the pharmaceutic industry. Many substitutes are 
possible. In the meantime, silk-sensitive patients are 
susceptible to danger from biologic injections. It 
should also be recognized that false-positive or unre- 
liable skin test (e.g., Schick test) reactions may be seen 
in silk-sensitive patients. (J. Allergy, 28:489 and 494, 


1957.) 


Embolectomy 


Many TECHNIQUES for embolectomy for peripheral 
arterial embolism have been developed. Rosenberg, 
Emerson and Murphy, by changing some of the es- 
sentials in the management of these patients, have im- 
proved their results. The major points in the manage- 
ment of these patients are: following establishment of 
the diagnosis, the patient is taken to surgery promptly ; 
local anesthesia is used whenever possible with spinal 
anesthesia used for emboli at the aortic bifurcation. 
As the diagnosis is established, papaverine (30 mg.) 
and heparin (10 mg.) are injected intra-arterially proxi- 
mal to the embolus, to relieve vasospasm. The adventi- 
tia is removed from the artery above the site of the em- 
bolus, thus performing a periarterial sympathectomy. 
The arteriotomy incision is performed at the bifurca- 
tion (branching) of the artery proximal to the embolus. 
The embolus is removed with as little intravascular 
trauma as possible. Intra-arterial manipulations are 
avoided. If a satisfactory retrograde flow is not obtained 
after removal of the embolus, the ‘milking technique” 
described by Keeley and Rooney is used. Thus, the ex- 
tremity distal to the arteriotomy is tightly wrapped 
with an Esmarch bandage to express distal clots. Or the 
“retrograde flush” technique is used, as described by 
Crawford and DeBakey, where the most distal portion 
of the artery in the extremity that can be suitably 
opened is cannulated and saline under pressure is in- 
jected to free distal clots to the arteriotomy opening. 
Postoperatively, the patients with peripheral emboli 
only are not given heparin. The patient is placed in a 
room with a temperature of 85 to 90° F. for maximum 
vasodilation; the head of the bed is elevated six inches, 
the extremity wrapped loosely to prevent injury. 
(Angiology, 8:371, 1957.) ; 
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Five-year survival rates in patients undergoing pulmonary resection for , 
lung cancer — classified according to presence or absence of involve- 
ment of blood vessels or lymph nodes. 


Survival in Patients with Carcinoma of the Lung 


COLLIER AND ASSOCIATES have studied 600 patients with 
carcinoma of the lung. Pulmonary resection was per- 
formed in 226 of these patients (165 pneumonectomies, 
58 lobectomies). One hundred of the patients resected 
were operated upon over five years ago. Twenty-five of 
the latter group survived five years postoperatively. 

The resected specimens of the patients were ex- 
amined for blood vessel and lymph node invasion. 
Blood vessel invasion was found in 100 per cent of the 
undifferentiated carcinomas and in 63 per cent of the 
epidermoid carcinomas. The relationship of five-year 
survival rates to histologic findings in resected speci- 
mens is shown in the diagram above. 

The authors concluded that invasion of blood ves- 
sels was the best available prognostic factor in car- 
cinoma of the lung. (Ann. Surg., 146: 417, 1957.) 
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Bleeding Tendency in Uremia 


Ratu, MAILLIARD AND SCHREINER NOTE that surprisingly 
little attention has been paid to the problem of ab- 
normal bleeding as a complication of renal failure. Ac- 
cordingly, they obtained bleeding studies in 45 pa- 
tients selected more or less at random from a large 
number of patients on a renal service. Twenty-eight 
patients died—a reflection of the severity of disease in 
the patients selected—and 23 of these had clinical 
bleeding. In six instances, bleeding was a contributory 
cause of death and was associated with severe throm- 
bocytopenia. 

Thrombocytopenia (platelet counts below 150,000 
per cubic millimeter) was observed in 25 patients. All 
of these patients showed abnormal prothrombin con- 
sumption—a feature of a quantitative defect in plate- 
lets. Abnormal prothrombin consumption was demon- 
strated in 15 other patients in whom platelet counts 
were above 150,000. The authors suggested that there 
may well have been a qualitative defect in platelets in 
these patients. An increase in capillary fragility was 
observed in only five patients. This seemed particularly 
interesting since decreased capillary resistance has 
been traditionally regarded as the immediate mechan- 
ism of bleeding in uremia. 

When patients were classified according to the 
etiology of their uremia, it was apparent that significant 
bleeding was most often encountered in patients having 
acute renal insufficiency due either to acute glomer- 
ulonephritis or to such causes as poisoning, sepsis, 
pyelonephritis and necrotizing renal papillitis. That 
observation led the authors to suggest that control of 
the hemorrhagic phenomena for a short period may 
result in an improved survival rate in patients having 
acute renal insufficiency. For that purpose, transfu- 
sions of fresh platelets and of fresh plasma might be 


considered. (New England J. Med., 257:808 1957.) 


Meperidine-Levallorphan Mixtures 


MEPERIDINE, like other narcotics, has the disadvantage 
of producing respiratory depression when given in full 
therapeutic doses. In view of the fact that a combina- 
tion of levallorphan tartrate (Lorfan) with alphaprodine 
(Nisentil) provides analgesia without respiratory de- 
pression, Megirian and White decided to try a mixture 
of meperidine with levallorphan for the same purpose. 
Groups of postoperative patients received either 
meperidine alone or mixtures of levallorphan with 
meperidine in ratios of 1:120, 1:90, 1:60, 1:30 and 
1:15. 

The authors found that the 1:60 mixture of leval- 
lorphan and meperidine afforded excellent analgesia 
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and sedation, sometimes greater than that produced 
by meperidine alone. With mixtures at ratios of 1:19 
and 1:90, the depressing effect of the meperidine on 
respiration was not prevented. With mixtures of 1:39 
and 1:15, respiratory depression was prevented, but 
the sedative effect of the mixture was not so satisfactory 
as with the 1:60 mixture. The 1:60 mixture of leyal- 
lorphan and meperidine permitted the administration 
of higher doses of meperidine than could otherwise 
have been given safely. (New England J. Med., 257:849, 
1957.) 


Discrepancies in Platelet Counts 


IN THE DIRECT METHOD for counting platelets, the 
blood is accurately diluted with an anticoagulant 
solution and the platelets are counted in a counting 
chamber. A normal count is about 250,000 per cubic 
millimeter. In the indirect method, the blood is diluted 
and a drop is placed on an ordinary slide. A coverslip 
is placed on the drop and the platelets and red cells 
are then counted field by field to establish a ratio. The 
red cells are also counted directly in a counting 
chamber to determine their concentration in blood. The 
number of platelets is then derived by means of the 
formula: 

platelet-red cell ratio x number of red cells = number 
of platelets. A normal platelet count by the indirect 
method is about 500,000 per cubic millimeter—double 
the number by the direct method. 

The reason for the discrepancy in platelet counts by 
the two methods has been disclosed by Fitch. He 
found that in the indirect method, erythrocytes tend 
to concentrate at the periphery of the drop of blood, 
while platelets are randomly distributed beneath the 
coverslip. Consequently, when erythrocytes and plate- 
lets are counted in fields away from the edge, the ratio 
is artificially high because the red cells are not ade- 
quately represented. Therefore, the final platelet count 
is artificially high. (Blood, 12:671, 1957.) 


Severe Aortic Insufficiency 


FROM THEIR EXPERIENCE with more than 300 patients 
having severe aortic insufficiency, Harvey, Segal and 
Hufnagel describe some clinical features that have not 
previously been emphasized in connection with this 
valvular lesion. In about 80 per cent of the authors’ 
cases, the aortic regurgitation was due to rheumatic 
heart disease. Congestive heart failure was present in 
almost all. 

Sudden death occurred in over 10 per cent of the 
patients. Exhibition of frequent ventricular premature 
beats was often a prelude to sudden death. 
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Angina pectoris was observed in about 50 per cent 
of the patients. It was as frequent in rheumatic heart 
disease as in the syphilitic group. 

Excessive sweating was a feature in the majority of 
the cases and was usually profuse. Heat intolerance 
was another frequent complaint. When this was com- 
bined with excessive sweating and the other hyper- 
dynamic features of aortic regurgitation, the resem- 
blance to hyperthyroidism was strong. 

Throbbing neck pain along the course of a carotid 
artery was observed in episodes lasting usually five to 
seven days. As a rule, the pain was bilateral, and there 
was tenderness over the carotid arteries. The pain was 
presumed to be due in most instances to stretching of 
the carotid sheath. 

Sometimes there was abdominal pain simulating a 
surgical abdomen, or trouble with the stomach or gall- 
bladder. This type of pain differed from that caused by 
engorgement of the liver and was thought to be due 
to stretching of the sheath or wall of the abdominal 
aorta. 

Almost all patients complained of “pounding” sen- 
sations. This was more likely to be noticed as a throb- 
bing in the head and neck, but at times the patient had 
the sensation that his whole body was being jolted 
back and forth. Patients tended to wear loosely fitting 
collars to minimize the pounding sensation from the 
carotids. When regular cardiac rhythm was replaced 
by an arrhythmia, the pounding sensations were 
likely to be quite uncomfortable. 

Splashing sounds often were heard over the pre- 
cordium or over the stomach area. These seemed to be 
due to pulsation of the enlarged left ventricle or of the 
aorta against a stomach partially filled with food and 
air. Another unusual sound is the one produced by the 
plastic valve that is inserted surgically into the aorta 
for correction of aortic regurgitation. This is a “‘click- 
click” sound accompanying each cardiac cycle. 

Finally, the authors reported a number of instances 
in which severe aortic insufficiency was associated 
with rheumatoid spondylitis, coarctation of the aorta 
or Marfan’s syndrome. (Ann. Int. Med., 47:27, 1957.) 


Sympathetic Block in Peripheral Vascular Disease 


CRANDELL AND PaGE COMPARED the skin temperature 
responses after lumbar sympathetic block with tetra- 
caine, lumbar sympathectomy and two vasodilating 
drugs (azapetine [Ilidar] and trimithan camphorsul- 
fonate [Arfonad]). A total of 208 patients was studied 
(see Cable at right). The patients were placed in a con- 
stant temperature room and leads for temperature re- 
cording were taken from the forehead and the first, 
third and fifth toes on both feet. 
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When intense vasospasm existed, a greater tempera- 
ture rise followed sympathetic block and sympathec- 
tomy than after administration of the two vasodilator 
drugs. When normal or decreased vasoconstrictor tone 
was present, there was little difference. Thus, in 
Raynaud’s disease, sympathetic block and sympathec- 
tomy were much more effective in raising skin tempera- 
tures than either Ilidar or Arfonad. In infections or 
post-traumatic states, associated with severe reflex 
spasm, sympathetic block was found to be superior to 
the drugs in raising skin temperatures. In similar 
states with mild vascular spasm, sympathetic block and 
vasodilator drugs gave comparable results. In phleg- 
masia cerulea dolens, continuous lumbar sympathetic 
blockade by indwelling catheter was far more eflica- 
cious than the sympatholytic and adrenolytic com- 
pounds. In occlusive arterial disease of the lower 
extremity, vasoconstriction, if present, could be better 
relieved by sympathetic block or sympathectomy than 
by vasodilator drugs. (Anesthesiology, 18:454, 1957.) 


Psychosis-Producing Chemicals 


CurrRENTLY, there is much interest in the possibility 
that schizophrenia may be explicable on a chemical 
basis. Specifically, it has been proposed that this 
psychosis is produced by a disturbance in biochemical 
mechanisms similar to that resulting from the adminis- 
tration of certain drugs that are known to provoke 
psychotic manifestations. Among these drugs are 
mescaline and lysergic acid diethylamide (LSD-25). 
Abramson and his coworkers have shown that the . 

effect of LSD-25 can be blocked by the prior adminis- 
tration for a period of days of a similar compound, 1- 
methyl lysergic acid diethylamide (MLD-41). MLD-41 


Number of Patients 
Varieties ( Raynaud’s Disease ......... 20 
in J “oo Phlegmasia cerulea dolens . . . . . . 6 
in whom Acute thrombophlebitis . ee 61 
| Thromboangiitis obliterans. . . . . 18 
were made 
of various Arteriosclerosis obliterans . . 89 
yom Sudden arterial occlusion 4 
for relieving 
vasospasm L Postphlebitic syndrome 10 
Total 208 
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itself has much less tendency to provoke psychotic 
manifestations than LSD-25. Consequently it can be 
used satisfactorily for prevention of the more toxic 
influence of LSD-25. 

Although this experiment has little practical appli- 
cation, it suggests to the authors the possibility that 
“comparatively nontoxic molecules might be ad- 
ministered to produce a similar tolerance to the chemi- 
cals that originate the schizophrenic state.” (Science, 
126:1020, 1957.) 


Absorption of Tetracycline 


SWEENEY AND HIS ASSOCIATES performed a number of 
experiments to determine whether the addition of 
various substances to tetracycline in the same capsule 
might increase or decrease blood concentrations. One 
of the experiments sought an explanation for the 
disparate levels reported in the literature after the use 
of various preparations of tetracycline. It was found 
that, in the absence of an adjuvant or filler, tetracycline 
hydrochloride and tetracycline base were absorbed 
equally well. Furthermore, dicalcium phosphate, a 
commonly used excipient, depressed the absorption of 
tetracycline. Thus, many of the differences in the 
blood levels obtained using various preparations of 
tetracycline were not based on the inherent qualities of 
absorption of the tetracycline product but rather on 
the presence of an excipient (dicalcium phosphate) 
which depressed the absorption of the active drug. 

In another comparison, a series of observations was 
made following the administration of tetracycline base 
with citric acid, tetracycline base with lactose and 
tetracycline phosphate complex. Blood levels following 
the administration of tetracycline and citric acid were 
higher than those following the administration of 
tetracycline and lactose, and these levels in turn were 
higher than those after the administration of tetra- 
cycline phosphate complex. (Antibiot. Med. ¢& Clin. 
Therapy, 4:642, 1957.) 


Novobiocin for Gonorrhea 


‘TWENTY-SEVEN MEN with acute gonorrhea were treated 
with novobiocin by Willcox. Only in doses of 8 to 10 
Gm., given over two days, were cures obtained in 
approximately 70 per cent of patients. Such treatment 
requires the patients to take 32 to 40 capsules, and 
therefore novobiocin cannot compete in the treatment 
of gonorrhea with penicillin, streptomycin, tetracycline, 
chlortetracycline, oxytetracycline, erythromycin or 
chloramphenicol, all of which give better results with 
shorter dosage schedules. (Antibiot. Med. & Clin. 
Therapy, 4:609, 1957.) 
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Chlorothiazide (Diuril) 


AccorRDING TO Forp and his associates, chlor thiazide 
(Diuril) is valuable in cases where it is desira}ile to jn. 
crease the elimination of sodium, chloride aid water. 
It is a nonmercurial, orally active compound which 
produces a broad spectrum of electrolyte cxcretion 
effects and a diuretic effect equal to or greater than 
that seen following the administration of currently 
available oral diuretics. Electrolyte excretion studies 
indicate that the predominant influence is on the renal 
excretion of sodium and chloride, with a smaller effect 
on the excretion of potassium and bicarbonate. 

An oral dose has a rapid onset of action within two 
hours and a duration of action of less than 12 hours. It 
is recurrently effective when administered in repeated 
doses. Comparative potency of chlorothiazide and 
other currently available diuretic agents is presented 
by the authors. A dose of approximately 500 mg. of 
chlorothiazide is roughly equivalent to 4 tablets (40 
mg.) of chlormerodrin (Neohydrin) in ability to 
augment sodium excretion, and is roughly twice as 
potent as acetazolamide (Diamox). A dose of slightly 
more than 1,000 mg. of chlorothiazide (oral) is equiva- 
lent to 1 cc. of meralluride (Mercuhydrin) admin- 
istered intramuscularly. Five hundred mg., given 
twice a day, is effective in controlling chronic congestive 


heart failure. (Arch. Int. Med., 100:582, 1957.) 


Pericarditis With Infectious Mononucleosis 


SHUGOLL REPORTS a case of infectious mononucleosis 
in which there were classical clinical and electro- 
cardiographic features of acute pericarditis. Only 11 
previous cases of infectious mononucleosis associated 
with pericarditis have been reported. In general, the 
cardiac complications have been subclinical and benign, 
having been discovered during routine electrocardio- 
graphic examinations. Eight cases began with chest 
pain characteristic of acute pericarditis, and all hada 
benign outcome. Infectious mononucleosis may be just 
one of many causes of so-called acute idiopathic per- 
carditis. (Arch. Int. Med., 100-630, 1957.) 


Chlorpromazine Jaundice 


SKROMAK AND HIS COLLEAGUES report two cases iN 
which the patients were inadvertently continued on 
chlorpromazine therapy after that drug seemingly had 
induced jaundice. In each instance, the jaundice dis- 
appeared as readily and completely, without recur- 
rence, as might have been expected if the drug had 
been discontinued. Accordingly, the authors raise the 
question as to the necessity of discontinuing chlorpro- 
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mazine because of the appearance of jaundice. Occa- 
sionally this might have some practical importance as 
in the treatment of neuropsychiatric patients. It was 
suggested that the drug might be continued in an 
gecasional case of chlorpromazine-induced jaundice 
since additional observations in this connection would 


be helpful. (Am. J. M. Sc., 234:85, 1957.) 


The Decline of Tuberculosis 


FELDMANN REVIEWS the progress made in control of 
tuberculosis during the past 20 years, and considers 
what may happen during the next two decades. He 
quotes Frost who pointed out in 1937 that the eventual 
extermination of tubercle bacillus would be dependent 
simply upon control of the cycle shown in Figure 1 (at 
right). At that time (1937) there was already evidence 
that the cycle was not being maintained. 

In 1957, Feldmann reports encouraging progress 
(Figure 2). Not all of these gains are attributable to the 
effectiveness of specific drug therapy for tuberculosis. 
Some of them are a result of a natural decline in the 
production of new cases. The author predicts that the 
tubercle bacillus will continue to lose ground in the 
future, although the battle will not be won quickly. 
(dm. J. Pub. Health, 47: 1235, 1957.) 


Spontaneous Rupture of Esophagus 


THE TERM “spontaneous rupture of the esophagus” 
should include only those cases with no evidence of 
pre-existing disease, according to Christoforidis and 
Nelson. In about 95 per cent of the reported cases, the 
rupture occurs in the distal third of the esophagus. 
Seventy-five per cent of the patients are males, usually 
between 35 and 50 years of age. Usually the accident 
occurs during violent retching or vomiting, although 
there are a few cases reported in which the rupture 
happened during routine activity. Acute alcoholism 
and overfilling of the stomach are predisposing factors. 
Shock, often accompanied by cyanosis, is present, and 
abdominal rigidity mainly in the epigastrium is noted. 
Mediastinal emphysema is a relatively early sign. Sub- 
cutaneous emphysema, generally following the pres- 
ence of mediastinal air and first seen deep in the 
supraclavicular and suprasternal regions, is also noted. 
Hydropneumothorax or pneumothorax, usually on the 
left, is also seen. Extravasation of contrast material 
from the esophagus into the periesophageal spaces 
definitely establishes the diagnosis. 

The roentgenograms should be taken in the upright 
position to exclude the presence of subdiaphragmatic 
air. Free peritoneal air is not seen in ruptured esopha- 
gus, but rather indicates perforation of a hollow viscus 
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Figure 1. The cycle of tuberculosis. 


Per 100,000 


New Cases Mortality Infections 
at age 15 


Figure 2. Evidences of decline in tuberculosis, 1937-1956. 


other than the esophagus. Preferably, the esophagus 
should be examined with a water-soluble iodine-con- 
taining contrast medium because of the good absorp- 
tion of the dye, thereby permitting more accurate 
follow-up examination. In addition, small leakage 
points may be missed with an oily medium or other 
high viscosity media. (Am. J. Roentgenol., 78:574, 
1957.) 


Arrhythmias Following Thoracic Surgery 


CouEN AND PasTor sTuDIED 92 patients who under- 
went thoracotomy for noncardiac disease with respect 
to the incidence of cardiac arrhythmias, their type and 


161 


OPEN NEW 
eases CASES 
~ 
9 Per 100,000 
1937 
1956 
70 
60 
Per Cent 
50 
20 
eOsis 
ctro- = 
yl 
"his 
the 
ign, 
dio- 
hest 
ad a 
just 
er 
in 
| on 
had 
dis- 
cur- 
had 
the 


time of onset, duration and response to treatment. 
Fifteen patients (16. 3 per cent) developed postoperative 
arrhythmias. The incidence was greatest after pneu- 
monectomy (32.5 per cent) and after mediastinal ex- 
ploration and biopsy for neoplastic disease (30 per 
cent). Only one of 22 patients who had lobectomy and 
none of 20 who had segmental resection developed 
arrhythmias. The incidence was higher in those over 
50 years of age. 

All of the common atrial arrhythmias were observed, 
including atrial fibrillation, atrial flutter, paroxysmal 
atrial tachycardia and multiple atrial premature con- 
tractions. There were no ventricular arrhythmias. The 
majority of arrhythmias occurred within two weeks 
postoperatively. In five cases, the arrhythmia began on 
the first or second postoperative day. 

The probable cause of delayed cardiac arrhythmias is 
chronic vagal stimulation and anoxia in an age group 
where coronary sclerosis is prevalent. Other important 
factors appear to be infection or tumor implants in the 
pericardium and mediastinal tissues. (Dis. of Chest, 
32:435, 1957.) 


Cholesterol Pericarditis 


CHOLESEROL PERICARDITIS is rather rare. Its etiology is 
uncertain although some cases have been associated 
with hypothyroidism. Most patients are over 50 years 
of age. 

Gradually, progressive cardiac impairment due to 
tamponade is usually interpreted as a more ordinary 
form of chronic congestive heart failure. Such was the 
case in each of the patients briefly reported by Wallyn 
and Turnbull. On physical examination, there was 
marked adynamic cardiomegaly but little or no evi- 
dence of tamponade. Low voltage and flat T-waves were 
noted on the electrocardiogram. 

Pericardiocentesis is diagnostic, yielding a yellow, 
opalescent “gold paint” exudate containing innumer- 
able microscopic cholesterol crystals. Biopsy reveals a 
nonspecific chronic pericarditis. 

No specific treatment, aside from drainage, has been 
effective, but fatality from this disease itself is rare. 

A postulated mechanism is the absorption, synthesis 
and release of cholesterol by a scarred, healing peri- 
cardium, damaged originally in an unknown way. (J. 


Lab. & Clin. Med., 50:961, 1957.) 


Interstitial Plasma Cell Pneumonia 


ALTHOUGH VERY RARE in the United States, a severe 
respiratory disease that attacks premature and under- 
nourished children has occasionally assumed an 
epidemic character in Europe. This illness has a high 
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mortality rate. The typical pathologic findings are ay 
interstitial infiltration of round cells and plasinocytes, 
and a foamy alveolar exudate in which a sporozoan- 
like parasite can be found. 

Ariztia and his colleagues, of Santiago, Chile, report 
the first ten cases from South America. In these cases. 
the parasite Pneumocystis carinii was found in the 
exudate. Although known to infect a wide variety of 
animals, the exact nature of this organism (average 
diameter 1 to 3 microns) is unknown. It has not been 
cultivated in artificial media, and successful experi- 
mental inoculations have been rare. 

This disease is characterized by severe respiratory 
distress, sparsity of physical signs and pathognomonic 
x-ray findings of persistent marked interstitial and 
mediastinal emphysema. There has been no response 
to antibiotics. (J. Pediat., 51:639, 1957.) 


Lesions from Gentian Violet 


SLOTKOWSKI REPORTS the case of an infant treated for 
oral thrush with 1 per cent aqueous gentian violet 
applications for seven weeks. Gelatinous brown patches 
occurred on the buccal mucosa, undersurface of the 
tongue and on the hard and soft palates. These were 
negative for Monilia, and healed rapidly after gentian 
violet was discontinued. 

Gentian violet is considered a safe and harmless 
medication. However, oral thrush is a_ self-limited 
disease. From his experience with the case described, 
and others in which ulcerative mucous membrane 
lesions appeared, Slotkowski believes that gentian 
violet should be discontinued if the infection does not 
respond rapidly. (J. Pediat., 51:652, 1957.) 


Fluoride-Containing Dentifrices 


MANY FLUORIDE-CONTAINING DENTIFRICES are commer- 
cially available. It has been shown that those contain- 
ing sodium fluoride have no significant anticariogenic 
properties, but stannous fluoride dentifrices have 
significant anticariogenic effects. The question has 
been raised whether the use of these preparations in 
young children may increase the blood fluoride level 
to a degree that mottled enamel will result. 

Schweinsberger and Muhler studied 150 children, 
ages 2 to 5 years. Sixty used a natural fluoride com- 
munal water supply, and 90 used a nonfluoride water 
supply. The use of a stannous fluoride dentifrice in 
each group was well controlled. 

Urinary fluoride levels were measured in 24-hour 
urines biweekly. The urinary fluoride level is a de- 
pendable index to fluoride ingested. 

Careful analysis of the data permitted the conclusion 
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ire an | that the routine use of a stannous fluoride dentifrice inihibiiiiiaith Vitae 
cytes, | (P=1 mg. per Gm.) is not associated with retention of 
zoan- | fuorine in the body. Further, the results were not in- AN EMPTY SCROTUM may result from an absent, atrophic, 
fuenced by the fluoride content of the water supply. ectopic or abdominal testis. The testis may be palpated 
eport ff (J. Pediat., 51:634, 1957.) in the inguinal canal. Koop defines an undescended 
cases, testis as one that cannot be brought to the bottom of the 
n the scrotum with proper manipulation. If the testis retracts 
ty of ee to the mid-inguinal canal upon release, it is not an 
erage | A COMPLICATION OF the use of l-norepinephrine in the —_ undescended testis but is a physiologically retracted 
been ff treatment of shock has been the occasional develop- testis, and treatment is not needed. 
‘peri- § ment of a soft tissue slough in the area of the intra- There are many widely held misconceptions con- 
yenous administration of the 1-norepinephrine solu- cerning testicular descent. Among these are the follow- 
atory &f tion. ing: (1) The testis begins its descent in utero and may 
nonic After experimental work in dogs, Berben, Bryant _ not complete it until puberty; (2) Gonadotrophic hor- 
and ff} and Howard believe that these sloughs are caused by mones bring about the descent naturally; (3) The 
onse ff the extravasation of the l-norepinephrine solution, — administration of gonadotrophic hormones will hasten 
and if this can be prevented there will be a decreased descent; (4) If a combination of time and hormones 
incidence of slough. They found that the administra- _ will not bring about the descent of the testis, surgical 
tion of Regitine solution (10 mg. of Regitine in 20 ml. _ correction is advisable. 
of saline) in the edges of the extravasated area de- Koop believes that these misconceptions are based 
d for § creased the amount of slough. (Ann. Surg., 146:1016, primarily upon the failure to differentiate the un- 
‘tolet 1957.) descended testis from the retracted testis which is held 
iches high in the path of normal testicular descent by a - 
ond of the Longs hyperactive cremasteric reflex. The anatomic configura- 
were tion of the undescended testis is identical with the 
itian ff BuryeR AND MARKS CORRELATED the roentgen charac- —_ anatomic findings in human fetuses of 20-24 weeks’ 
teristics with the clinical, surgical and histologic find- _ gestation, and this congenital defect cannot be cor- 
less fF ings in 52 pulmonary tuberculomas occurring in 41 rected by medical management. 
uted ff patients and in 25 pulmonary hamartomas (20 paren- 
bed, § chymal and five intrabronchial). A tuberculoma was 
rane ff considered to be a tumor-like granuloma caused by 
itian the tubercle bacillus, encapsulated by connective tis- 
snot sue and showing no evidence of surrounding inflam- ane 
mation or spread. A hamartoma is a tumor-like forma- 
tion in which there is an abnormal arrangement of the , a pn 
normal components of the organ from which it arises. 
‘The tuberculoma probably represents the most be- 
mer- & nign form of tuberculosis, and in its early stages is (36.5 per cent) (4 per cent) 
ain- rarely if ever accompanied by advanced tuberculosis. 


enic § The benignity of tuberculomas, however, is relative 
have and lasts only until their capsule breaks down, or 
has § until the cavity which precedes some of them reopens. 
sin & They then discharge their contents into the bronchial 


from the lesions (21.9 per cent) 


to the hilus 


Relatively common Not observed 
(19.5 per cent) 


3. Multiple lesions 


evel tree. 4. Daughter nodes Occasional Not observed 
The presence of even small flecks of calcium (“satellites”) (4.8 per cent) 
ren, within a tuberculoma seems to indicate that the © “Dinseieeens anne Relatively common Occasional 
‘om- process is relatively inactive. (34 per cent) (10 per cent) 
ater Pulmonary hamartomas are histologically benign. 6. Calcification Rare in cases with _Relatively common 


positive bacteriology: (15 per cent) 
relatively common 

in “negative” cases 

(26.8 per cent) 


ein ff} Rarely, hamartomas will grow slowly. Even these 
enlarging lesions have not shown lymph node metas- 
jour fF ‘asis, multiplicity, nor recurrence. The table at the 
de- Jf night shows the differentiation of pulmonary tuber- 
culomas and hamartomas. (dm. J. Roentgenol., 77: 
sion 1013, 1957.) = 
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There are many indications for operation where an 
empty scrotum is present. When a child has bilateral 
undescended testes, the prime indication for operation 
is to prevent sterility. This can be best accomplished by 
bilateral orchiopexy in two stages. In the unilateral 
undescended testis, the most urgent need for surgery 
is psychologic. Other indications are : associated hernia, 
possibility of malignant change and vulnerability to 
trauma in the inguinal position. (Arch. Surg., 75: 891, 
1957.) 


Surgical Management of Undescended Testes 


Koop anp Minor BELIEVE that the goal of an operation 
for an undescended testis should be a spermatogenic 
gonad in a cosmetically acceptable scrotal position. 
This operation should include a satisfactory method of 
dealing with a concomitant indirect inguinal hernia. 
The undescended testis may be in the retroperitoneal 
space, just within the internal inguinal ring, in the 
inguinal canal, at the entrance of the scrotum, or in a 
position ectopic to the usual line of descent. The un- 
descended testis is most frequently found in the inguinal 
canal, usually attached securely to the medial side of 
the canal near the pubic tubercle. 

To operate on an undescended testis, a transverse 
skin incision approximately 114 inches long is made in 
a skin fold between the pubic tubercle and the anterior 
superior iliac spine. The external oblique aponeurosis 
is split in line with its fibers, and the external inguinal 
ring is opened. The testis and an associated indirect 
hernial sac are delivered, and the testis is freed from all 
cremasteric and other fascial attachments, leaving only 
the spermatic cord and the vessels attached to the 
testis. In a very high testis, it may be necessary to free 
the spermatic vessels nearly to the level of the renal 
vessels to obtain enough length for the testicle to 
reach the lower part of the scrotum. Attention is then 
directed to the hernial sac. The sac must be ligated 
high. No repair of the inguinal floor is necessary. The 
testis is then placed in a subcutaneous pouch in the 
lower part of the scrotum. A silk suture through the 
testis is fixed to a rubber band that is fixed to the thigh 
for traction for two weeks. (Arch. Surg., 75: 898, 1957.) 


Hiatus Hernia 


‘THERE ARE THREE MAIN TYPES of acquired esophageal 
hiatal hernia. The most common is a sliding hernia, 
the next most common is a paraesophageal hernia, and 
the least common is a combination of the other two 
types. A sliding hernia has no true peritoneal sac, but a 
portion of the peritoneum may be pulled into the 
chest by the stomach, and when the hernia is large, this 
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peritoneum may contain omentum or bowel. In , 
paraesophageal hernia, the phrenoesophageal ligamen 
and the left gastric vessels are firm, and hold the cardia 
and the lesser curvature of the stomach below the hiatus, 
while the greater curvature herniates along t! esoph. 
agus. 

The characteristic symptoms: of hiatal |iernia— 
heartburn, substernal and epigastric pain, episodes of 
sudden choking when recumbent, and a pulling sensa- 
tion in the throat—are primarily related to the reflux of 
stomach contents into the esophagus. If esophagitis is 
present, dysphagia, belching and hematemesis may be 
the presenting symptoms. The chief problem in a slid- 
ing hernia is a weakening and widening of the postero- 
medial canal fibers allowing the cardia to slide into the 
mediastinum, and the resulting symptoms are caused 
by incompetence of the cardia. A hiatal hernia should 
be repaired when severe obstruction, hemorrhage or 
dysphagia is present. Operation is also usually recom- 
mended when less severe symptoms are associated with 
a radiologically demonstrable hernia. 

The surgical approach for repair is through a left 
posterior-lateral oblique incision through the 8th inter- 
space. The cardia is restored to the normal position, 
and a firm union is established between the cardia and 
the under surface of the diaphragm. The defect in the 
diaphragm is repaired, but care is taken not to obstruct 
the esophagus at the hiatus. Humphreys, Ferrer and 
Wiedel have found that this method of repair produced 
satisfactory results in nearly 100 patients. (./. Thoracic 
Surg., 34: 748, 1957.) 


Diagnosis of Geophagia 


GropuaGIA is a form of pica—a craving for unnatural 
objects. Geophagia, or dirt eating, is always associated 
with anemia, often severe, although whether anemia is 
a cause or result of this form of pica is often impossible 
to determine. Gardner and Tevetovglu have studied 60 
cases in four years, all under 5 years of age, and all 
with anemia, achlorhydria and dirt in the feces. Their 
particular interest has been the recognition of geopha- 
gia by roentgenograms. 

The x-ray appearance of dirt in the colon is char- 
acteristic. The dirt is dense and amorphous, the 
density approximating that of bone cortex. The size of 
individual aggregations of earth varies greatly. An- 
teroposterior examination of the abdomen is sufficient 
for the diagnosis, but the ingestion of medicines or 
substances such as barium or bismuth must be ruled 
out. 

In many instances, the diagnosis was made acci- 
dentally, during investigation of complaints unrelated 
to geophagia. (J. Pediat., 51:667, 1957.) 
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Chlorothiazide as a Diuretic 


(Southern Society for Clinical Research, New Orleans, 
January 25.) THE piuretic EFrects of chlorothiazide 
were compared with those of a mercurial diuretic 
(Thiomerin) in 20 edematous cardiacs and cirrhotics. 
In doses of 2Gm. a day by mouth, chlorothiazide had a 
greater diuretic action than a 2-cc. daily dose of the 
mercurial by injection. One patient with cirrhosis 
showed a 20-pound diuresis with chlorothiazide al- 
though he was totally refractory to the mercurial 
diuretic. Also, as a kind of dividend, chlorothiazide 
potentiates the blood-pressure-reducing action of drugs 
used for the treatment of hypertension. When chloro- 
thiazide is producing a rapid loss of water, there may be 
accompanying excessive losses of blood potassium and 
chloride, but this is reversible when the patient is 
given potassium chloride by mouth.—Drs. M. JEANNE 
FAIRWEATHER, JOHN M. Lewis, Ratpu V. Forp and 
Don W. Cuapman, Baylor University College of Medicine 
and Veterans Administration Hospital, Houston. 


Cerebral Stimulant 


(Brain Research Foundation, New York, Jan. 25.) A 
NEW SYNTHESIZED ACETYLCHOLINE PRECURSOR, DMAE, 
brought significant improvement in mental capacity of 
75 per cent of a group of chronic schizophrenic pa- 
tients. Normal medical students taking DMAE (2- 
dimethylaminoethanol) reported sounder sleep, better 
ability to concentrate, more attentiveness at lectures 
and other stimulatory effects. The drug may also be 
useful in borderline mental or anxiety states.—Dr. 


Cart C. Pretrrer, Emory University, Atlanta. 


Insect Allergy 


(American Academy of Allergy, Philadelphia, Feb. 4.) 
POWDERED DEBRIS, carried by winds, from desiccated 
insects dying by the millions each year may be re- 
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in diagnosis and treatment as reported at recent medical meetings. 
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Medigrams 


sponsible for many cases of hay fever and asthma. 
Among 250 persons skin-tested with such material, 
half reacted.—Dr. Frank Pertman, Portland, Ore. 


Retarded Growth 


(Ibid, Feb. 3.) “GROWTH RETARDATION occurred in nine 
of ten asthmatic children receiving prednisone for ten 
months or longer, and constituted the most common 
side effect of such therapy.” The children, aged 2 to 10 
years, received the drug for chronic perennial bronchial 
asthma at the Pediatric Allergy Clinic of The Johns 
Hopkins Hospital. Average daily dose was 5.0-12.9 mg. 
per sq. meter per day. During the period of therapy, 
growth rate was reduced to 1-15 per cent of normal in 
five patients, 30-50 per cent of normal in four, and was 
normal in only one. Weight gain was usually normal or 
accelerated.—Drs. THomas E. VAN METRE, Jr., and 
Herman H. Pinkerton, Jr., Baltimore. 


Vaccine Study 


(Minnesota State Health Department announcement, St. 
Paul, Jan, 21.) EVALUATION is under way of an oral polio 
vaccine, containing attenuated viruses, developed by 
Dr. H. R. Cox and associates of Lederle Laboratories. 
Taken in capsules, or in fruit juices or milk, the vaccine 
is being administered to most of 1,400 residents of a 
housing project of the University of Minnesota. There 
are indications the vaccine will confer “long-lasting 
protection against the disease, possibly throughout 
life, without booster doses. Probably the chiefadvantage 
of the oral vaccine is that it protects against polio itself, 
rather than just against the paralysis which accom- 
panies polio.”—Dr. Rosert N. Barr, executive officer. 


Tension Decline 


(United States Brewers Foundation convention, Miami, 
Jan. 21.) “‘Soctat use of beverages such as beer may 
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serve an important role in blunting the excessive ten- 
sion states of ordinary life.” In one experiment, human 
volunteers engaged in card-sorting tests, while being 
subjected to sudden horn blasts or other disturbances. 
Tension was automatically recorded. Six ounces of beer 
reduced reaction to these stresses an average of 8 per 
cent, while 24 ounces cut it to half the normal inten- 
sity. There were no perceptible symptoms of intoxica- 
tion or any decline in accuracy and speed of card- 
sorting.—Dr. Leon A. GreenBerG, Yale Laboratory of 
Applied Biodynamics. 


Thyroid Activation 


(Southern Society for Clinical Research, New Orleans, 
January 25.) It HAD BEEN SUPPOSED that a difference 
exists in the speed and duration of action of various 
substitutes for thyroid hormone. Triiodothyronine was 
thought to act more quickly and for a shorter time 
than desiccated thyroid, while thyroxin was thought to 
be intermediate between the two. This is not so. When 
physiologicaily comparable doses of the three agents 
are given, they appear to act in very much the same 
way, as measured by their effect upon the BMR, the 
pulse rate and nitrogen balance.—Drs. Laurence H. 
Kyte, Joun J. Canary and Ricuarp J. Meyer, Depart- 
ment of Medicine, Georgetown University Medical Center. 


Disk Pain 


(American Academy of Orthopedic Surgeons, New York, 
Feb. 2.) PERSISTENT PAIN after removal of a ruptured 
spinal disk may be due to unsuspected infection in the 
space occupied by the intervertebral disk. The infec- 
tion responds to antibiotics, or in some cases surgical 
drainage which has disclosed Staphylococcus aureus 
as the offending agent. Initially, surgery achieves com- 
plete relief for a short time, then severe back pain re- 
turns for no apparent reason. Pain is aggravated by 
slight motion and only partially relieved by bed rest. 
*““We can only speculate as to how many patients who 
have had persistent back pain for one or two years 
following surgery are actually suffering from a similar 
(infectious) condition.” —Drs. ARTHUR A. THIBODEAU 
and Joseru K. Matoy, Boston. 


Ischemic Legs 


(Ibid, Feb. 3.) ARTERY TRANSPLANTS have eliminated 
pain and reversed pregangrenous conditions in pa- 


tients suffering from arteriosclerotic leg arteries which 
permitted little blood flow through the limbs. Twenty. 
six of 32 patients treated have normal limbs, and only 
six still have pain upon walking. “Our over-all impres. 
sion regarding the inevitability of amputation in the 
severely ischemic leg must be re-evaluated in the light 
of present practicability of arterial grafting.” In most 
patients, arteriography can determine advisability of 
the transplanting.—Dr. A. W. Humpurtes, Chagrin 
Falls, Ohio, and Drs. F. A. LeFevre and V. G. Dr- 
Wore, Cleveland. 


Scoliosis Technique 


(Ibid, Feb. 3.) THROUGH A NEW TECHNIQUE, child vic- 
tims of scoliosis can be walking four to six days after 
corrective surgery, and sometimes go home after ten 
or 12 days. A surcingle jacket pulls the spine straight, 
and a plaster cast immobilizes it. Jacket and cast have 
windows in front and back. Surgery is carried out 
through the window, which also permits x-ray and 
manual examinations to determine when jacket and 
cast may be safely removed. The firm cast permits the 
patient to walk while spinal regrowth occurs.—Dr. 
von Lacxum, Columbia-Presbyterian Medical 
Center, New York. 


Ankle Sprain 


(Ibid, Feb. 3.) ANKLE sprains which continue to give 
pain for months or years should be investigated for 
other conditions. In a large series of cases, pain and 
disability were due to a tear in ligaments. Surgical re- 
moval of this ligament section corrected the problem in 
nine of 14 cases; the other five obtained definite im- 
provement but not complete relief—Dr. Denis S. 
O’Connor, New Haven, Conn. 


Synovial Fluid 


(Ibid, Feb. 1.) ANatysis of synovial fluid for levels of 
white blood cells, sugar and other factors can differ- 
entiate between osteoarthritis and rheumatoid or gouty 
arthritis. Coupled with other clinical knowledge, it can 
in many cases produce an “early, correct diagnosis in 
puzzling cases and can eliminate unnecessary treat- 
ment.” Tests have been conducted for three years at the 
Arthritis Research Laboratory of University Hospitals, 
Cleveland.—Drs. J. Georce Furey, III, and Wituam 
S. Crark, Cleveland. 
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Thyroiditis and Colitis 


Q. A young woman developed a condition of the thyroid 
gland that was diagnosed subacute thyroiditis by two 
consultants. They recommended treatment with corti- 
sone. The treatment led to a quick improvement of 
the thyroiditis—swelling, pain and tenderness began 
to subside almost immediately. However, two weeks 
after treatment was started, the patient began to have 
intestinal symptoms that grew rapidly worse and 
culminated in an acute ulcerative colitis. This is now 
coming under control with treatment administered 
at the hospital of a nearby medical center. Have there 
been reports of a relationship of thyroiditis to acute 
nonspecific ulcerative colitis ? 


A. A record has not been found of acute nonspecific 
ulcerative colitis associated with thyroiditis. It seems 
unlikely that there is a common etiology. The case is 
of interest because the most effective treatment for 
acute thyroiditis is steroid therapy and the same type 
of therapy has a beneficial effect on ulcerative colitis 
(see JAMA, 154: 36, 1954 by Wirts, Rehfuss and 
Yantes). 


Actions of Chlorothiazide 
Q. In what respects does chlorothiazide differ from other 


diuretic agents ? 


A. Chlorothiazide (Diuril) appears to be the most 
potent oral diuretic in use today. Using bioassay tech- 
niques, the comparative potency following a single 
dose, using intramuscular meralluride (Mercuhydrin) 
as “one” is as follows: chlorothiazide .8 (oral) ; amino- 
metridine (Mictine) .7 (oral); chlormerodin (Neohy- 
drin) .5 (oral) ; and acetazolamide (Diamox) .25 (oral). 

Although chlorothiazide has in vitro carbonic anhy- 
drase activity, its in vivo action differs from that of Dia- 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities 


in appropriate fields of therapy and diagnosis. 


Information Please 


mox in that the sodium diuresis following its adminis- 
tration is accompanied by chloride rather than 
bicarbonate as is the case with Diamox. For this reason 
it does not tend to cause a systemic acidosis as the 
latter does. Indeed, whereas Diamox is ineffective in 
the presence of ammonium chloride acidosis, chloro- 
thiazide continues to be effective. Chlorothiazide also 
blocks the action of the mineralocorticoid steroids of 
the adrenal cortex upon sodium retention, although 
these steroids appear to inhibit Diamox activity. Its 
effect upon urinary excretion of chloride more resem- 
bles that of the mercurial diuretics; but unlike mer- 
curial diuretics, its action is not blocked by the 
administration of BAL. 

In addition, chlorothiazide appears to be effective in 
the treatment of hypertension. Although it does not 
lower blood pressure in normotensive individuals, it 
will do so in hypertensive patients. It markedly en- 
hances the hypotensive effect of other agents such as 
apresoline and the ganglionic blockers. The action of 
chlorothiazide in this respect appears to be enhanced 
by a low sodium diet, but it does not depend for its 
effect upon sodium diuresis alone. 


Treatment of Hypertension 


Q. A 40-year-old man with mild glomerulonephritis 
has an essential hypertension with B.P. readings 
around 240/160. Can he be treated with Apresoline 
or Ansolysen ? 


A. Here is, first of all, a problem in semantics. If this 
patient has proven chronic glomerulonephritis, then 
we must think of his hypertension as probably second- 
ary to renal disease, rather than “‘essential.”” The in- 
tensity of drug treatment for his hypertension will de- 
pend on the extent of renal damage. That is, if his 
BUN is elevated to levels of 50 mg. per 100 ml. or 
over, then drugs should be used with extreme caution, 
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especially ganglionic-blocking agents (hexamethonium, 
pentolinium [Ansolysen], chlorisondamine [Ecolid] 
or mecamylamine [Inversine]). The marked drop in 
blood pressure sometimes seen with these agents, 
combined with a diminution of renal blood flow, may 
hasten the course of the renal disease. 

If the patient’s BUN is lower than this level, or 
normal, hypertension of this severity should be 
treated intensively. No matter which drugs are used, 
however, renal function tests should be used to follow 
the effects of the blood pressure reduction on the 
chronic renal disease. In any event, in this patient no 
attempt should be made to lower his blood pressure to 
normotensive levels. Rather, a satisfactory response 
could be considered a reduction in diastolic blood 
pressure to levels in the vicinity of 115 mm. Hg. 

Rauwolfia alkaloids, veratrum alkaloids, hydralazine 
(Apresoline) or ganglionic-blocking agents may be 
indicated, according to the severity of the hypertension 
and the response to each agent. (While hydralazine is 
known experimentally and in normal or hypertensive 
subjects without renal disease to increase renal blood 
flow, there is no evidence that such is the case in pa- 
tients with chronic renal vascular disease.) 


Treatment of Nephritis 


Q. A young man, 19, has had an acute glomerulone- 
phritis. He now has occasional R.B.C. in the urine, 
no casts and occasionally a trace of albumin. What 
dietary restrictions are necessary, and how much 
activity should be allowed ? 


A. In a normotensive patient with the minimal evi- 
dence of glomerulitis here described, there is no 
evidence that dietary restrictions are of value, and the 
psychologic effects of such restrictions in a young man 
may be harmful. In general, for such a patient, moder- 
ate exercise such as swimming and golf are to be en- 
couraged. Violent, sudden exertion frequently in- 
creases the proteinuria and cylinduria; and while there 
is no convincing evidence that this may promote renal 
damage, excesses of exercise are to be avoided. 


Use of Artificial Kidney 


Q. How much value does the artificial kidney have in (1) 
acute nephritis; (2) chronic nephritis; (3) acute 
anuria in toxemia of pregnancy ? 


A. Since the artificial kidney has no function except 
to modify the composition of extracellular fluid, it has 
no function in the treatment of any of these diseases 
except where abnormalities in body fluid composition 


166 


are directly related to the patient’s morbid statc. Thus, 
in acute nephritis it is of value only where “uremia” 
or potassium intoxication is a major contributing 
factor to the patient’s disease. Similarly in chronic 
nephritis where the nausea, vomiting and soninolence 
of the patient have not responded to conservative 
management, the artificial kidney may produce tem- 
porary remissions. This is particularly true following 
exacerbations of the disease secondary to infection or 
trauma. Patients with adequate urine volumes and no 
hypertension are most likely to respond to such ther- 
apy. The criteria for the use of the artificial kidney 
which apply to other forms of acute renal failure are 
also valid in the consideration of acute uremia second- 
ary to toxemia of pregnancy. In the latter instance, 
however, one must be particularly careful that convul- 
sive episodes do not occur following rapid changes in 
the composition of the extracellular fluid incident to 
the use of the artificial kidney. 


Problems with Mumps 


Q. In February 1956, an 8-year-old girl developed what 
I thought was a case of mumps. This later became sup- 
purative and responded apparently to penicillin and 
sulfa. I gave the father two 1-cc. injections of mumps 
vaccine. On November 11, 1957, the same girl came to 
me with a similar swelling on the same side and ap- 
parently again involving the parotid gland. This 
time I was sure she had mumps. As it had been 21 
months since the father had the mumps vaccine, I gave 
him 1 cc. on November 12. On November 16, the 
father developed mumps involving both parotid 
glands, particularly affecting the right side. The left 
side started to swell November 18. 

How long is the immunity from the vaccine known 


to last ? Would two shots be required each time to bring - 


a reasonable state of immunity? How effective is the 
vaccine ? Is there any reported case or evidence that a 
person can contract the disease from the vaccine itself? 


A. The answers to these questions are as follows: 

1. A single dose of mumps vaccine may not give an 
adequate antibody response and presumably would 
not give sufficient protection. 

2. Antibodies from a single dose would be expected 
to become demonstrable after about two weeks; after a 
booster dose the antibody is more apt to be stimulated 
and good titers are usually obtained after a week. With 
the usual inactivated viruses, immunity may not last 
more than a year in every person. 

3. I am not aware of any instance in which mumps, 
with live virus, was demonstrated after vaccination with 
inactive virus. 
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Special Features 


Entertainment Deductions for Your 1957 Tax Return 


ALLAN J. PARKER 


The area of tax deductions for entertainment expenses 

isa hazy one for many physicians. 

The following timely article on this subject was contributed 
by Allan J. Parker, Washington, D.C., 

a member of the New York bar. 


WirH TODAY’s HIGH TAX RATES, it’s important not to 
overlook any legitimate deductions in computing your 
1957 income tax—including the deduction allowed for 
the cost of professional entertaining. 

Although a physician may not, of course, engage in 
advertising, on the other hand he is under no obliga- 
tion to keep his profession a deep, dark secret. The 
law properly allows a doctor to deduct for income tax 
purposes the reasonable cost of professional entertain- 
ing as a means of making known the availability of his 
professional skills to patients or referring physicians. 
In this respect, the Internal Revenue Service has ruled 
that physicians stand on a par with other professional 
men or businessmen in general. 

What is a “reasonable” expense, of course, must be 
determined under the facts of each case. An expense 
allegedly for entertainment which was all out of pro- 
portion to the doctor’s professional practice and larger 
than any possible professional benefit to be derived 
therefrom is not deductible in the full amount as an 
ordinary and necessary business expense. The rela- 
tienship must not be too remote. For example, it has 
been held that where a taxpayer moved to a more ex- 
pensive apartment so that he could adequately enter- 
tain customers, he could not deduct the increase in 
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rental as a business expense. Similarly, the total 
amount of entertainment deductions that would be 
permissible for a successful surgeon with a wide refer- 
ral practice would differ from those allowable to a 
small-town general practitioner whose income was 
considerably smaller. 

Although it is not possible to set forth any compre- 
hensive list of allowable entertainment or other busi- 
ness-promotion expenses (the cost of an African safari 
has even been allowed in a recent case), here are a few 
typical deductions: 

1. Costs of meals and drinks (including tips, of 
course) at hotels or restaurants or your club are the 
most obvious examples of entertainment expenses. The 
Internal Revenue Service and the Tax Court insist that 
if you take, say, a referring physician to dinner, you 
may not deduct the entire check. For that part of the 
check attributable to yourself and your wife, you are 
limited to the excess of what you did spend over what 
you would normally have spent for dinner anyway. 
This rule, known as the Sutter Rule, after the case of 
Richard A. Sutter, 21 T.C. 170 (involving a physician) 
has provoked and will continue to provoke a great 
many administrative headaches for taxpayers and gov- 
ernment alike, but it is the Service’s partial answer to 
the inescapable fact that entertainment deductions 
always tread close to the line of nondeductible personal 
expenditures. 

Entertaining at your club, whether country club or 
luncheon club, may also give rise to a deduction for an 
allocable part of your dues. However, if this deduction 
is to stand up, you should be ready to prove that you 
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had at least in part a business purpose in joiiing the 
club. 

2. The cost of tickets, flowers and taxis on « theater 
party would all be part of your deductible e:iertain. 
ment expenses. Taking your guests to, say, the Yale- 
Princeton football game in your own car involves de- 
ductible transportation expenses in connection with 
such entertainment. 

3. Deductible entertainment expenses may also be 
incurred in your own home, again providing it is 
established that this is business and not personal enter- 
taining. Ask your wife to make some form of informal 
record as to the cost. Food and drink served to guests, 
transportation for guests, (for example, to and from 
the railroad station), any extra expenses for hired help 
that you would not otherwise have incurred, and even 
the cost of toll telephone calls in connection with such 
entertainment may all be deductible. 

Your summer place, including your cabin cruiser, if 

You may deduct the cost of meals and drinks at hotels, restaurants © any, may also be a source of deductible entertainment 

or clubs. However, this deduction is limited to the excess over what = expenses. These would include a portion of the main- 

sealant naareareinael tenance and upkeep charges, again if it were proved 
that one of the purposes in maintaining the summer 
place or the boat were business entertaining. 

A great deal has been said about the importance of 
maintaining records to establish that you are entitled 
to various business deductions; and nowhere does this 
point hold true more specifically than with respect to 
entertainment deductions. It is important to maintain 
a notebook, or a card file, currently rather than to 
search your memory three years later when the Internal 
Revenue agent audits your return. The decided cases 
emphasize that a deduction for entertainment expenses 
is not ordinarily sustained simply on the basis of gen- 
eral testimony that such entertainment was regularly 
and customarily engaged in for business purposes. 
Credit facilities, such as diners’ clubs or charge 
accounts with ticket agencies will help establish the 
fact that you spent money, when accompanied by can- 
celled checks. However, your own records, either by 
check stubs or otherwise, should contain the names of 
the persons entertained and enough additional data to 

establish, either from patients’ records or letters, that 
be overstressed. Ordinarily you cannot sustain a deduction for enter- | SOMe professional engagements were obtained as a di- 
tainment expenses simply on the basis of general testimony. rect or indirect result of such business entertaining. 
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Transition 
of the 
General Hospital 


i 


Tue past 20 years have brought a radical change in this country’s general hospitals. This is 
evident in the nature and effectiveness of the services offered and in the characteristics of 
the patients served. 

The number of patients treated in such hospitals has increased greatly. This is true because 
of a rise in the number of beds and primarily true because each bed now is used for the treat- 
ment of a larger number of patients annually. Increased patient load per bed is in turn made 
possible by more intensive occupancy, that is, by larger average occupancy ratios and by a 
decreased length of stay per patient. 

Health Information Foundation bases these findings on a survey of the records of Boston’s 
Beth Israel Hospital (a voluntary nonprofit community hospital) for the calendar years 1932 
and 1952. 

Patient admissions per year more than doubled in this hospital between 1932 and 1952, 
rising from 3,767 to 7,820. This was due in part to an increase in the number of beds re- 
served for nonobstetric patients, from 194 to 224. But other factors were of greater importance. 

Although all admissions doubled over this period, the relative increase was greatest, 165 
per cent over the 1932 figure, for short-term patients (those remaining ten days or less). The 
number of long-term patients (11 days or more) increased by only 41 per cent. In 1932 short- 
term patients represented more than one-half of all patients; in 1952, the proportion had 
risen to more than two-thirds. 

In 1952, the proportion of long-term admissions increased with age of patients. An equally 
striking shift occurred in the age composition of admissions. The very young (aged 0-9) and 
adults at midlife and beyond (45-64 and 65 and over) now constitute larger proportions than 
formerly. These shifts in age composition were apparently due to changes in the factors af- 
fecting the need for hospital care rather than merely to changes in the population served by 

the hospital. This was shown by comparison with United States census data for the city of 
Boston for 1930 and 1950, the closest years for which age data were available. 

Beth Israel has experienced a changing demand for accommodations and services. For ex- 
ample, the proportion of ward patients declined between 1932 and 1952, while those admitted 
to private or semi-private accommodations increased. Ward patients constituted nearly one- 
half of ali admissions in 1932, but declined to about one-third by 1952. In both years, patients 
were admitted primarily for surgery. Among patients with private and semi-private accommo- 
dations, however, the ratio of surgical patients to all patients declined from 85 to 69 per cent 
between 1932 and 1952. The proportion of patients requiring medical rather than surgical 
management doubled, from 14 to 28 per cent. Part of this shift from surgery to medicine is 
related to the increase in the average age of patients. The older the patient, the more likely he 
is to require medical management rather than surgery. 

Although patients in general stayed in the hospital for shorter periods in 1952 than in 1932, 
the relative decline was considerably greater for surgical patients. 


BEDS AND ADMISSIONS « BETH ISRAEL HOSPITAL, BOSTON + 1932 AND 1952 
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Patients per Bed 
(Annual Average) 
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The Sears-Roebuck Foundation medical center is an attractive, 


one-doctor facility (above) may be easily expanded. It is made of 


Sears-Roebuck Foundation Program. . . 


NORMAN H. DAVIS 


The Sears-Roebuck Foundation announces 
| a new program of assistance to small communities 
interested in getting a doctor, principally those 

with populations from 500 to 2,000. Under this 

new program, the physical facilities are the property 

of the community and are made available to the doctor 
at a nominal rental. Information on this project 

was furnished GP by the Foundation’s administrator, 
Mr. Norman H. Davis, author of the following article. 
— PUBLISHER 


A 1939 PackaRD SEDAN converted into an ambulance 
pulled hurriedly away from Colby’s Drug Store in 
Coleville toward the mine, 15 miles away. Only last 
week old Bill Hartley had been the victim of a cave-in. 
They pulled Bill out, but by the time the ambulance 
could get to the hospital in Godwin Springs, Bill had 
died. Today, Charley Colby, pharmacist, ambulance 
driver and solid citizen drove the old Packard, throttle 
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modern structure built of steel, wood, brick or concrete blocks. The 


MORE DOCTORS IN SMALL COMMUNITIES 


down, across the rutted mountain roads to the mine, 
in the firm hope that he would get John Cosgrave to 
Godwin Springs in time to save his mangled arm. But 
he had 30 miles of mountain roads to travel and there 
was always the danger of shock and loss of blood. As 
the ambulance sped away from the mine toward God- 
win Springs, Charley Colby could only ask himself. 
“Why isn’t there a doctor with medical facilities in 
Coleville, only 15 miles from the mine?” 

Charley Colby’s question is being asked by re- 
sponsible men and women throughout thousands of 
small communities in the United States. There is no 
easy answer. It is a problem requiring a great deal of 
effort. In 1955 the Sears-Roebuck Foundation became 
interested in the field of medical distribution. The 
Foundation recognized that there was a need for im- 
proving the distribution of physicians throughout the 
nation. At that time the Foundation asked assistance 
from the American Medical Association. The AMA 
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four-foot modules which may be knocked out a section at a time to 
facilitate expansion. The knocked-out portion serves as the door to the 
new addition. 
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trustees appointed a 17-member Medical Advisory 
Board to the Foundation. This board advises the 
foundation on any undertakings in the medical field. 
Until last June the Foundation operated a Plan of 
Financial Assistance to Physicians who established 
practices in areas of medical need. Unfortunately, this 
program had to be suspended pending a ruling from 
the Internal Revenue Service. 

The Foundation has now developed a new medical 
assistance program. Under the new proposal, the 
Foundation will act as a catalytic agent. It will help 
communities obtain doctors by providing professional 
consultation services on community organization and 
fund raising; by providing architectural plans for a 
modern medical center with which to attract the doc- 
tor; and by consolidating the efforts of the Medical 
Advisory Board, the American Medical Association, 
the state medical society and the Foundation to as- 
sist the community in obtaining the physician. Com- 
munities participating in this program will be thor- 
oughly surveyed to ascertain whether they can finan- 
cially support a physician. 


Specialization Leads to City Practice 


The major problem facing these communities is 
simply attracting a physician to the community. There 
are many excellent doctors practicing as well as gradu- 
ating each June from internships and residencies. Un- 
fortunately, these doctors migrate to the metropolitan 
areas where they face financial obstacles hard to 
imagine. This migration is partly the result of speciali- 
zation. From the experience of the Foundation Plan of 
Financial Assistance, those physicians who went to the 
suburbs or rural communities were financially better 
off than their city counterparts. Thus, since one of the 
problems of medical distribution has been specializa- 
tion, the major effort today must be to encourage the 
general practitioner to go where the “‘grass is the 
greenest.” 

Many communities are clamoring for a doctor. The 
town leaders reason that a community without schools, 
churches, parks or a doctor is not a community. Still 
other communities have their “old country doctor” 
now, but where is his replacement? Unfortunately, 
many small communities cannot support a doctor. 
These communities have to be screened out. But on the 
other hand, many communities can and will provide a 
fine living for a physician. It is the purpose of the new 
Foundation program to aid the community and sur- 
rounding trade area with a population of from 1,500 to 
3,000 people to obtain a doctor or a replacement for an 
elderly physician. 

If doctors in small communities fare well financially, 
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why is it difficult to get them into these areas? Com- 
munity size and specialization are part of the problem. 
Lack of certain city advantages such as shops, shows 
and society functions play their part. Doctors also like 
to be near hospitals. The average small community 
cannot support a hospital and many doctors have been 
discouraged from a rural practice for this reason. Most 
small communities are within 25 miles of hospital care, 
but 25 miles is a long way, particularly for accident 
cases or medical emergencies. The doctor’s medical 
facility must be able to meet the demands of his prac- 
tice. The doctor today is a well trained technician who 
has been taught to use all means available to medicine. 
During his training he uses the most up-to-date equip- 
ment. Today’s young doctor will not go to an area that 
has inadequate facilities. The office facility above the 
bank or the grocery store has no drawing appeal, par- 
ticularly when hospital facilities are not present. The 
location that might have been good for “Old Doc 
Jones” is not likely to send the “young Doc” into 
ecstasy. In fact, if it sends him anywhere, it will be on 
the first bus back to the city. 


Good Medical Center Is Magnet 


How do we get doctors to go to these communities ? 
We must face the fact that the small community is com- 
peting with the city for the doctor’s services. The smaller 
community must have something attractive to offer. The 
best magnet for the physician will be a good medical 
center and enjoyment of noncity life plus easy access 
to the city. 

The average city doctor does not need outstanding 
medical facilities because of the proximity of his office 
to a hospital. Often, however, doctors’ offices are lo- 
cated in the center of the city and lack sufficient park- 
ing space. This is an inconvenience to the patient. 
Recently there has been a marked migration of physi- 
cians to the outskirts of the city. These suburban 
medical centers are usually developed by established 
doctors who have the financial support necessary to 
build the type of facility modern medicine requires. 
But the young physician just starting his practice is 
not likely to have this sort of facility. He will most 
likely have to start in over-priced, cramped quarters 
above the bank or store. It will be some time, if ever, 
before he will be in the financial position to have the 
type of medical facility his training calls for. This is 
the field where the small community must compete 
with the city if it hopes to get a doctor. 

The type of facility that the Sears-Roebuck Founda- 
tion has planned is superior to facilities found in most 
cities. This facility is designed to provide outpatient 

medical care; it is not designed for major surgery. 
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This unit, Plan 1, covers “Eicon 
1,056 square feet of space. A 
community can build this 
center, without emergency 
$12,000. No beams, columns 
or other floor obstructions are | 
required. The combination 
desk and circular corridor pro- 
vides an efficient patient ; 


However, it will provide emergency services for acci- 
dents and possible obstetric cases. This will alleviate 
the obstacle of distance from the hospital. The equip- 
ment will be completely modern, enabling the physi- 
cian to practice the quality of medicine he was trained 
to practice. But, most important, this facility will make 
the community a medical center for a rural trade area 
that will enable the community to compete with the 
city for the physicians’ services. This is the entire basis 
of the program. 

The importance of medical facilities was first recog- 
nized by the Sears-Roebuck Foundation early in 1955 
when it published A Planning Guide for Physicians 
Establishing Medical Practice Units. (See the August, 
September, October and November, 1956 issues of GP 
for a series of articles from this publication.) 

In tie interim period between the Plan of Assistance 
Program and the Community Assistance Program, 
much thought was given to development of medical 
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center plans. In the first place, it is necessary to have 
a building that is functional, attractive, economical, 
easily constructed and adaptable to building materials 
likely to be found in certain localities. The building 
will be the community bargaining force to attract the 
doctor. 


The artist’s drawing points out the modern, attrac- 
tive lines of the medical center. It is designed to be 
built with steel, wood, brick or concrete block. The 
building is constructed in four-foot modules which 
enable expansion without any work disruption in the 
doctor’s office. This is done simply by knocking out 
one four-foot section and using this as the door to the 
new addition. In this respect, the building is extremely 
functional, since all one has to do is ‘“‘unbutton” a 
section for expansion. This is also a cost saver. 
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Another interesting aspect of this medical facility 
is elimination of any floor obstructions, beams or col- 
umns. This “free space” allows for choice of room size 
without having to conform to supporting columns. As 
aresult, this medical facility provides for ample room 
for each particular office space. 

Each room is partitioned from floor to ceiling and 
has soundproofing built within each partition. All 
casework such as shelves, lavatories and instrument 
cases is built-in. This prefabrication unit was devel- 
oped with the assistance of one of the world’s largest 
surgical supply companies. 


Circular Corridor Is Innovation 


The floor plan offers a departure from the usual 
medical center. The long corridor, with its adjoining 
examination and treatment rooms, laboratory and 
other rooms, is gone. Instead, this floor plan involves a 
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Plan 2, shown above, is identical with Plan 1, except for an additional 
area for minor surgery, obstetric deliveries and emergencies. The 
total area is 1,344 square feet. The additional space can be added 
simply by “unbuttoning” one of the four-foot module sections and 
adding 288 square feet. This can be accomplished without any 
disruption of the daily workload. This entire unit can be constructed 
for about $18,000. 


combination desk and circular corridor to provide an 
efficient circular patient flow. 

A planter separates the vestibule from the waiting 
room. A special area has been designed for overcoats, 
overshoes, umbrellas, etc. This is essential in a rural 
area to keep the waiting room neat and clean. The 
waiting room is 288 square feet (12’ by 24’). 

Trained help is always a problem, especially in a 
rural area. Because of this problem, the office assistant 
area is designed so that one assistant can handle the 
patient load, serve as nurse and do the laboratory 
work. These are the major advantages of the circular 
control. It also saves many useless steps on the part 


173 


| 
| 
4 
ttrac- 
to be 
The 
which 4 
n the 
g out 
o the 
>mely 
yn” a 
= 


of the doctor. The patient, under this system, has the 
privacy of discussing bills without the worry of other 
patients hearing or seeing. 

The doctor’s area consists of two examination and 
treatment rooms and a consultation room. This area 
represents 768 square feet (24’ by 32’). The consulta- 
tion room can serve also as a public relations room for 
nonpatient visitors. It can be used for an emergency 
recovery room if necessary. 


Air Filter Ils Excellent Feature 


The utility and storage room, which is in the doc- 
tor’s area, has ample room for records as well as the 
heating unit and air conditioner. One feature of this 
particular system is that the heating and cooling unit 
contains an electronic air filter. It prevents accumula- 
tion of soot, dust and smoke on the interior surfaces. 

Even more important to the patients suffering from 
allergies, this filter removes pollen from the air. 

The drug and laboratory area includes room for a 
pediatric examination and weight check. Proximity to 
the control station enables the receptionist to handle 
the pediatric weights and to prepare the youngster for 
the pediatric examination. An innovation in this area, 
designed for the patient’s convenience, is the built-in 
revolving specimen tray connecting the toilet and the 


laboratory. 


This basic unit, which is called Plan 1, covers 1,056 
square feet of space. However, one may well ask if this 
plan is for a rural area without a hospital, what about 
emergencies? Plan 2 is identical with the one just dis- 
cussed, except that there is an additional area of 288 
square feet (12’ by 24’) which includes room for 
minor surgery, delivery and emergencies. There is 
room for a portable x-ray, darkroom and developing 
tank. The rest of the space includes a toilet, and a 
recovery room, which can also be used for BMR-ECG. 
Therefore, this space provides for emergencies, with 
two rooms that can be used for recovery, as well as the 
space for minor surgery. This additional space was 
added without any disruption of the daily workload, 
simply by “unbuttoning” a four-foot module section 
and adding the additional 288 square feet. Plan 2 
covers 1,344 square feet. 


There are some rural areas that need two doctors 
rather than one. Other areas would also like to provide 
space for a dentist. What does this plan have to offer 
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such communities? The entire purpose of this medical 
center is functionalism. Need another doctor? Look at 
Plan 3. One simply “unbuttons” another four-foot 
module, extends the circular control pattern, ex. 
tends the slab construction 12 feet on one side and 
connects the two sides with a 44-foot front. The area 
now added provides two examination-treatment rooms 
and a doctor’s consultation room. The waiting room 
is off to the right and the entrance to the medical center 
is in the center of the building. All of this was done 
without any disruption of the daily work. Plan 3 covers 
2,112 square feet. 

The three floor plans all stem from the basic pattern, 
However, the floor plans don’t show all the features that 
are built-in. In all three plans there are built-in 
lavatories, toilets, bookcases, shelves, desks and in- 
strument cases. 

But can the small community afford this sort of 
medical center? It can’t afford not to have one if it 
wants a doctor. The building must be functional, 
economical and attractive. Without any outside help a 
community can build Plan 1, without the emergency 
facilities, for approximately $12,000. Plan 2 includes 
the emergency facilities for approximately $18,000. 
Plan 3 includes emergency facilities and space for 
another doctor or dentist for approximately $25,000. 


Financial Opportunity Is There 


The rural community may not offer a city social life. 
It may lack the legitimate theater. Its shops may not 
be as modern and sophisticated as those in the city. 
However, there is a real financial opportunity for a 
doctor in a rural area. All the shops, shows and society 
mean nothing in the city if the doctor doesn’t have the 
funds to appreciate them. In a small community the 
doctor will have the funds and will be only hours away 
from the shops of Wilshire Boulevard, the theater of 
Broadway and the city society he may desire. But 
above all, the rural doctor is a highly respected and 
important individual in his town. 

There is a real opportunity for a doctor in a rural 
community. The problem of medical distribution is a 
challenge to all organized medicine. The Sears- 
Roebuck Foundation desires to help meet this chal- 
lenge and show what a free society can do. The Foun- 
dation can best accomplish this by helping communities 
help themselves. The small town can solve its problem 
with guidance in organizational and economic matters, 
aid in fund raising and advice and plans on architec 
tural structures or remodeling. By providing these 
services, the Foundation will increase the small com- 
munity’s competitive position in obtaining a physician. 
Now the real challenge is with the general practitioner 
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who has the opportunity to utilize the facilities these 
communities have provided and to obtain at the same 
time the advantages that only a rural community can 
offer in raising a family, in outdoor life and in living 
in an atmosphere of friendliness and respect. 

Any community now without a doctor that would 
like such a survey and is willing to help itself can ob- 
tain the Foundation services by securing applications 
from local, state or national medical societies. Doctors 
interested in locating in areas now participating in 
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Plan 3 shows the original basic floor plan expanded into a two- 
doctor unit with emergency facilities. It again demonstrates the 
functionalism of the basic unit. Other four-foot modules have been 
knocked out and the circular control pattern and one side of the build- 
ing have been extended. This two-doctor unit provides four examina- 
tion-treatment rooms and two consultation rooms. It covers 2,112 
square feet and can be constructed for about $25,000. 


this program and building the above facilities can con- 
tact The American Academy of General Practice or the 
placement bureau of the American Medical Association 
for further information. 
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‘Write-It-Once’ Accounting 


LOIS LAMME 


THIS ARTICLE DESCRIBES ‘‘Write-It-Once” accounting, 
one of several up-to-date systems which offer many 
distinct advantages for the doctor, the patient and the 
office assistant. The Write-It-Once system saves count- 
less valuable hours. The headquarters accounting de- 
partment, using the Write-It-Once system for a year, 
has cut clerical time 66 per cent. Mr. Douglas L. 
Adams, comptroller of the Academy, calls it a most 
efficient means of accomplishing “sound accounting” 
without prohibitive expenditures or complicated 
methods. 

More and more doctors and assistants are realizing 
the importance of setting up and maintaining accurate 
financial records and conducting the nonmedical side 
of their practice in a businesslike fashion. There are 
other simplified, understandable accounting systems 
available to them, including Banco or the California 
Professional System, Histacount and the Colwell 
system. Experience tends to prove that simple, under- 
standable records such as these are the best. 

Miss Portia Frederick, teacher of office assistants at 
the Long Beach, Calif., City College and author of 
authoritative manuals for office assistants, says the 
Write-It-Once system has come forward very greatly 
in California within the last three years. It is used in 
several hundred doctors’ offices in the Los Angeles 
area where it is considered a very efficient, easy-to-use 
system. Miss Frederick also explained that the Todd- 
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Hadley Company, which manufactures tl system, 
employs medically-trained representatives \; lio give 
valuable accounting instructions to office assistants, 


Consists of Four Forms 


This efficient system may best be understo«d by re- 
ferring to the illustrations of the four sets of forms used 
(pages 178 and 179). Although at first glance this 
system may look complicated, in actual practice it is 
very simple. It consists of four forms: 

1. A daily record of charges and receipts. This form 
provides a line for each patient who makes an office 
visit, with space for recording the corresponding 
charge or receipt. Payments received in the mail are 
recorded. House calls should be listed so the proper 
charge appears for that day. 

2. Patient’s financial ledger. All financial matters of 
the patient are recorded on this form. 

3. Patient’ s statement. 

4. Patient’s receipt and appointment reminder. This 
form itemizes charges, serves as a receipt and reminds 
the patient of his next appointment. It is also a cour- 
teous reminder of the balance due. This form is of 
immeasurable value at the year’s end for use in pre- 
paring federal and state income tax returns. 

These documents are mounted on a board which 
has pegs on each side for insertion of the forms. The 
day sheet and the receipt pad are always mounted on 
the board; the financial ledger sheet and statement are 
loose leaf and can be inserted in a few seconds. 

In the Write-It-Once system, the forms are mounted 
in this order (from top to bottom): (1) receipt and 
appointment reminder; (2) patient’s statement; (3) 
patient’s financial ledger; and (4) the daily record of 
charges and receipts. 

Using conventional accounting procedures, a pa- 
tient’s visit is recorded individually in the daily record 
of charges and receipts (variously called daily log, day 
book or charge journal). Separate entries must then 
be made to the patient’s financial card. After these 
entries have been made, a monthly statement must be 
prepared. Finally, a receipt for payment must be writ- 
ten. This makes four separate entries. To insure ac- 
curacy of posting under the conventional system, it is 
necessary to run a tape on each document. 


Eliminates Posting 


The Write-It-Once system eliminates this series of 
posting operations and establishes a systematic rou- 
tine that requires no change in the basic accounting 
procedure. Writing the information once records it on 
all four documents. This is accomplished with carbon 
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Patient's receipt and appointment reminder 


Daily record of charges and receipts 


The four documents used in the Write-It-Once accounting system are 
mounted on a board which has pegs on each side. The pre-collated 
receipts are pegged on the movable right-hand rail. The entry on the 
receipt carbons is recorded on the statement, the patient's financial 
ledger ond the record of charges and receipts. 
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The excellence of this system lies in its simplicity. Using conven- 
tional accounting systems in most doctors’ offices, a patient's visit is 
recorded separately on the four documents. Under the Write-lt-Once 
system, this procedure is reduced to one posting. Clerical time is 
reduced as much as 75 per cent. 
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paper between the forms. The receipt and the state- 
ment have their own carbon, so that it is necessary to 
insert carbon only between the patient’s financial ledg- 
er and the patient’s record of charges and receipts. 
There is also available a ‘‘noncarbonous” paper which 
isused to advantage in this modern method of account- 
ing. The forms made from it contain their own carbon 
so that it is not necessary to insert carbon paper be- 
tween them. 

Just as correct entries are recorded four times with 
one writing, incorrect entries are also recorded four 
times; therefore, office assistants are instructed to be 
methodical with their posting to avoid troublesome 
corrections. Miss Frederick, referred to above, says 
this is the only disadvantage of Write-It-Once (or the 
Hadley system, as it is called in California). Other- 
wise, the system is remarkably efficient. Clerical time 
is reduced as much as 75 per cent. It is not necessary 
to “catch up” on bookkeeping after hours. The month- 
end statement rush is eliminated because the state- 
ments are always ready for mailing. 


Four Steps in One 


To explain the operation in more detail, the pre- 
collated receipts are pegged on the movable right-hand 
rail and are used in sequence. The entry made on the 
receipt is recorded on the statement, the patient’s 
financial ledger and the record of charges and receipts 
so that all four records are created with one writing. 

The receipts come prenumbered and are attached 
to each other so that the top line of each receipt is ex- 
posed. Information written on this top line carbons 
through to a corresponding line of the patient’s state- 
ment below and to corresponding lines of the other 
two forms. Because of its construction, the receipt pad 
is not bulky and information can be recorded very 
easily. 

The receipt and appointment reminder form pro- 
vided in the Write-It-Once system is a valuable docu- 
ment. It contains charges for the call, the previous 
balance, the amount paid on the account as of the day 
of the call, and the adjusted balance. It also shows an 
explanation of the charges. It shows when the next 
visit will be. Certainly when people go to a doctor 
regularly, this is an advantage to the patient as well 
as to the doctor and his assistant. Doctors find this 
form infinitely superior to the simple little receipt 
customarily handed to patients. 


The Write-It-Once accounting system consists of four forms: (1), upper 
let, a daily record of charges and receipts; (2), upper right, patient's 
financial ledger; (3), lower right, patient’s statement; and (4), lower 
leh, patient's receipt and appointment reminder. 
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Improves Patient Relationships 


The Write-It-Once receipt helps establish better 
relationships with patients by diplomatically providing 
them evidence at every call of the charges that are 
made and of the credits and the balance. The patient 
is therefore psychologically prepared to pay immedi- 
ately. If patients get into the habit of paying their bills 
before they leave the office, monthly billing is lightened 
and bookkeeping costs are lowered. Many patients 
hesitate to ask about charges and are unsure whether 
to offer to pay until a statement is received. Since most 
people are prepared to meet their small bills on a cash 
basis, the assistant makes it easier for them by offering 
to accept their payments. This results in increased 
collections. 

In cases where patients accumulate large medical 
bills (say $200) they may pay immediately for their 
current call (say $4) and avoid any mention of the 
large balance. However, they might be willing to make 
payments on this balance if they noted it on the re- 
ceipt and appointment reminder form while in the 
doctor’s office. 

This simple form in itself, by its effect on patients, 
will pay for this system many times over, even if the 
doctor happens to have a large inventory of conven- 
tional forms on hand. 


Alleviates Shock of Bills 


Another effect of this system on the patient is that it 
eliminates “doctor bill shock” by providing a current 
statement whenever the balance changes. The patient 
can budget expenses because he knows each charge 
immediately. 

Receipts may be handled in two ways: The doctor 
might hand his patient an interoffice memo to give to 
the assistant. The information would be transferred 
from the memo to the receipt. 

Or, the receipt itself might be sent to the doctor 
who would fill in the information and return it to the 
assistant. Other alternatives are adaptable to other 
office routines. 

The patient’s statement, like the receipt, shows an 
explanation of the charges, i.e., whether it is an office 
call, special examination, x-ray, etc. The statement 
shows the payments made and the balance for each 
time there is a charge or a credit. This, of course, is 
much more complete and diplomatic than the conven- 
tional statement which often brusquely states, ‘For 
professional services.” Without a complete itemization 
it is easy for some bills to be paid more than once. 
Also, this system enables the patient to audit his own 
account. 
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Efficiency Is Impressive 


Both the receipt and the statement are up io date 
and the patient is at all times informed of what he is 
paying for professional services. A feeling of veneral 
efficiency is promoted. This is one of the little things in 
a doctor’s office that paves the way for smoother public 
relations. Public relations problems are created when 
records are poorly kept and incomplete, and when 
statements are sent irregularly and inefficiently. 

All financial accounts should, of course, be kept 
daily without losing track of a single item. The doctor, 
like any businessman, should be able to determine his 
financial situation at any time. His bank balance, with 
this system, will be available at a certain time each 
day. To assist in this control, the form ‘Record of 
Charges and Receipts” contains a duplicate bank de- 
posit slip on the right-hand side of the form. This form 
contains a space for recording cash receipts, as well as 
checks received, and the assistant may prepare a 
daily deposit slip at the time the cash is received. 
Every phase of receipts control, therefore, is incor- 
porated in one general sheet. 

The doctor should be able to see how much he has 
earned in a given period, how much he has collected 
and how it was spent. Also, he should be able to com- 
pare his current financial status with that of a previous 
year, or this year’s situation with a previous year’s. 
Theodore Wiprud, executive director and secretary of 
the Medical Society of the District of Columbia, says 
that “essentially, bookkeeping is merely the re- 
cording of all financial transactions, arranged so as to 
afford information on every point for which the records 
may be consulted.” 


Contains Valuable Tax Feature 


If the Write-It-Once system is maintained in a con- 
sistent fashion, all services are recorded—paid or 
charged—-so that the year-end total is available to a 
patient at a moment’s notice. This information is in- 
valuable at income tax time. Under conventional ac- 
counting systems, services that are administered on a 
charge basis usually are entered on the patient’s medi- 
cal history and financial record card (if a combined 
card). Therefore, on-the-spot payments will not appear 
on the above card. This necessitates lengthy searching 
for all payments from a patient (cash or charged and 
paid later) to determine the total paid during the year. 

This system provides for easy checking on delin- 
quent accounts and establishes a systematic follow-up 
on collection efforts. It provides information for 
analyzing the trend of your receivables, enabling you 
to alert your staff to emphasize collections. 
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The Write-It-Once system gives the doctor far 
more control than he ever had over his patient’s 
charges and receipts. Under this system, when a pa- 
tient comes into the office, this information is recorded 
simultaneously on the card. This method, therefore, 
diminates loss of revenue through failure to record 
visits or charges. Posting and transcription errors are 
diminated and exacting proof is provided for each 
transaction. When the daily record of receipts is 
examined with the deposit slip, and agrees, the patient’s 
ledger card record will automatically be correct. 

Young doctors may want to consider this simplified 
method when starting their practice. Doctors who 
maintain partnerships, or partnerships insofar as their 
finances are concerned, will find this system applicable 
to their needs. 

The equipment needed for Write-It-Once account- 
ing is supplied by the Todd-Hadley Company, 
Rochester, N.Y. If you are interested in the system, 
write the American Academy of General Practice, 


Volker Boulevard at Brookside, Kansas City 12, Mis- 
souri. Your inquiries will be referred to the Todd- 
Hadley Company. 

The cost of this system over a period of several 
years will be the same or possibly less in some cases 
than the amount spent for the forms conventionally 
used in the doctor’s office today. 

The quantity of forms determines the cost, but a 
minimum order is approximately $100, and a maxi- 
mum would amount to about $175 or $200. The num- 
ber of forms needed can be gauged by the number of 
statements sent out each month. The record of charges 
and receipts and the patient’s financial ledger are 
stock forms but the receipts and statements are ob- 
tained by printing orders. The receipt form normally 
requires a special order because many doctors desire 
to list their own explanation of charges. 

Records of some kind are maintained in all doctors’ 
offices; therefore, Write-It-Once is a system which will 
perhaps interest many GP readers. 


Medical Cost Report 


Tue INFORMATION FounpaTION reported recently 
in Progress in Health Services that the average American 
family spends 4 to 5 per cent of its annual income for medi- 
cal and related health services. 

Of the total national health bill for 1953, ($10.2 billion) 
the average per capita expenditure by U.S. males was $51 
and by females $80. According to these figures, the U.S. 
family still spent less for medical service than for recrea- 
tion, alcohol, autos, housing and foods (see chart). 

The foundation financed a survey of family medical costs 
which revealed the following: 

Based on the total medical expenditures of the U.S. 
family for one year, 8 per cent had no expenses while the 
next 10 per cent had costs of more than $500. Eleven per 
cent of the families totaled 43 per cent of all personal 
health charges. Those in the $5,000 income bracket (32 per 
cent of the population) incurred 46 per cent of all charges. 

Females, who comprise 52 per cent of the population, 
were responsible for 63 per cent of all charges, and people 
over 65 years old (9 per cent of the population) incurred 13 
per cent of all charges. 

The Health Information Foundation also said that phy- 
sicians’ services in 1953 accounted for 37 per cent of all 
personal health charges; hospital costs, 20 per cent; dental 
work, 16 per cent; medicines, 15 per cent. Appliances and 
other goods and services comprised the remainder. 
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RECOMMENDED RATIC OF MEDICAL 
PERSONNEL PER 100,000 PERSONS 


2 INTERNISTS 


3 PEDIATRICIANS 


(VARIOUS FIELDS) 
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Effective Answers 
To Your Hematologic 
and Pediatrie Problems 


Miale 
LABORATORY MEDICINE—HEMATOLOGY 


A Comprehensive Synthesis on Hematology 
While other clinical pathology references attempt 
to present hematology, chemistry and microbiology 
in one volume, LABORATORY MEDICINE— 
HEMATOLOGY is the first truly comprehensive 
evaluation of hematologic diagnosis beginning with 
basic concepts of hemopoiesis and cell survival and 
progressing to a detailed presentation of the entire 
field. The first of three volumes, this investigation 
of every important aspect of hematology contains a 
complete atlas of the morphology of blood cells 
with photomicrographs visually describing what 
one sees in the microscope accurately authenticated 
at standard magnification with the usual stain. Ex- 
tremely valuable, the chapter on myeloproliferative 
syndromes is one of the few really complete 
syntheses of this puzzling group of diseases. The 
chapter on blood coagulation is the most complete 
and up-to-date discussion available outside of 
> works and Dr. Miale’s original studies on 

lar psuedoh hisis make this one of the 
most comprehensive and highly essential treatises 
on hematology today. 
pe —_ 8. MIALE, M.D., Professor of Pathology, University of 

Miami School of Medicine, and Director of Clinical Pathology, 
Jackson Memorial Hospital, Miami, Florida. Ready in March. 


Approx. 725 pages, 634°x934", 192 illustrations, and 9 plates 
including 5 in color. About, $13.25. 


Patton 
PEDIATRIC INDEX 


A Practical Guide to Diagnosis and Treatment 

A comprehensive source unequalled for recent ad- 
vances in diagnosis and treatment, PEDIATRIC 
INDEX is an effective guide for the general prac- 
titioner on symptomatological diagnosis and cur- 
rent management of any ‘problems involving the 
child. Unlike other references which begin with a 
disease description, this practical book directs you 
from a list of patient complaints and symptoms, and 
works toward the cause and management. Coverage 
is extremely wide. 


pt a EDWIN F. PATTON, M.D., Former Associate Medical Director 
the American Child Health Association in New York. Sched- 
Sica for April. eee 650 pages, 6%"x10". About, $12.00. 


Reserve your copies now! 
Order on 10 day approval from 


The C. V. MOSBY Co. 


3207 Washington Boulevard 
St. Lovis 3, Mo. 
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Advances in Radiobiology. Edited by George Carl de Hevesy, Arne 
Gunnar Forssberg and John D. Abbatt. Pp. 503. Price, $15.50. 
Charles C Thomas, Spring field, Ill., 1957. 

Tuis BOOK is a collection of papers presented before the 

Fifth International Conference on Radiobiology held in 

Stockholm in 1956. It is divided into nine sections: Primary 

Chemical Effects of Irradiation, Biochemical Effects on 

Enzymes and Other Cellular Constituents, Physiologic and 

Morphologic Radiation Changes, Alpha Particle Irradia- 


3 


tion of Single Cells, Modification of Systemic Irradiation 
Effects, The Time Factor in Radiobiology, Studies on the 
Distribution of Isotopes in Tissues, Irradiation Effects on 
the Hemopoietic System and Radiation Genetics. 

Much of the work is tersely reported, deals with animal 
experimentation and is highly specialized. Although of in- 
terest, it is not of practical value to the practicing physician. 
The authors come from 18 different countries, the largest 
number from Great Britain. Like many radiobiologists, they 
fail to emphasize the difference between total body irradia- 
tion (as commonly applied in smaller animals) and local 
body irradiation (as commonly utilized in clinical diagnosis 
and therapy). Furthermore, not many seem to be aware of 
the well established time-dose relationship curve of Strand- 
quist, nor of the clinically established difference in biologic 
effectiveness of different radiations in the therapeutic range. 

The book would be of interest to experimental radio- 
biologists, geneticists and chemists. 

—L. H. M.D. 


Clinical Parasitology. 6th ed. By Ernest Carroll Faust, Ph.D., Paul 
Farr Russell, M.D. and David Richard Lincicome, Ph.D. Pp. 
1,078. Price, $15.00. Lea & Febiger, Philadelphia, 1957. 


Tuis 1s the sixth edition of this book since 1937, usually 
good evidence of authority. The publisher has maintained 
the usual style, type and most of the illustrations. From an 
initial general discussion of materials, methods and termi- 
nology, the authors go on to specific descriptions of the 
“beasties.” Bibliographic references throughout are nu- 
merous, with some that are fairly modern. Discussion of 
treatment is less up to date than material on prevention. 
There are a number of tables of differential diagnosis that 
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Practitioner's Bookshelf 


are helpful, attractive color plates and a technical appendix 
that gives a well detailed discussion of laboratory methods. 

If you are a parasitologist you probably have this volume. 
If not, you should. If your contact with these problems is 
limited, you will find this book helpful. If your mind runs 
in zoologic or entomologic circles you may be fascinated by 
the clinical applications. 

In short, if you can use it, buy it—it is worth it. 

—Robsert H. TInKER, M.D. 


It Pays to Be Healthy. By Robert Collier Page, M.D. Pp. 285. Price 
$4.95. Prentice-Hall, Inc., New York, 1957. 


‘HERE IN ONE book is the sound, practical health counsel- 
ling your family physician would like you to have and 
which he would give you if he could spend the necessary 
hours discussing these matters with you.” This commentary 
by world-renowned physician Howard A. Rusk is a cogent 
description of It Pays to Be Healthy. It follows that general 
practitioners would do well to acquaint themselves with this 
book for purposes of recommending it to their patients. 

The book contains five principal divisions: Normal 
Health and Your Job, Health Problems of the Business 
‘Man and Woman, Your Doctor and How He Can Help 
You and Plan for Retirement With Health. The type is 
large and clear, the text is animated by numerous case 
histories and would make easy and enjoyable reading for 
any patient. 

The author helps readers understand the stages of life 
through which they all must pass and shows how attitudes 
and personalities can mean the difference between success 
and failure, happiness and unhappiness. A recurring theme 
throughout is that the wage-earner should strive for a well- 
balanced life. Dr. Page also emphasizes the importance of 
putting prevention of disease and disability ahead of cure, 
and of making concrete plans for an enjoyable retirement 
without “‘living in the future.” 

Although some readers may find much advice in this book 
that is familiar to them, they will find the book worth while 
if they receive only one or two ideas from it that will help 
them live healthier, happier and more successful lives. 

From the thoughtful perusal of this book, the reader 
should avoid having to learn everything the hard way. Cer- 
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tain attitudes contained in it, if adopted, could prevent 
much heartache or even tragedy. For example: ‘Don’t be 
ashamed of the fact that you were unequal to a job. Every- 
one is unequal to some job. Many of the most successful 
men in America were fired from several jobs before they got 
on the right track. The firings were part of their education. 
They indicated either that those men were in the wrong 
line of work or that they needed to learn a great deal more 
about how to turn in a good job performance.” 

This book is recommended to all doctors who want their 
patients to develop habits and attitudes conducive to 
health and to move through life in an environment of 
health. The impact of the text, as stated on page 24, is that 
**Health is defined as the soul that animates all enjoyments 
of life. Without it, these pleasures are tasteless, if not dead ; 
a man starves at the best and greatest tables, makes faces at 
the noblest and most delicate wines, is poor and wretched 
in the midst of the greatest treasures.” —Lois LaMME 


The Pathogenesis of Coronary Occlusion. By A. D. Morgan, M.D. 
Pp. 171. Price, $8.50. Charles C Thomas, Spring field, Ill., 1956. 


In 1946, J. B. Duguid published his “thrombogenic” theory 
—that coronary atherosclerosis is the end-result of repeated 
intra-arterial thrombosis. In fact, this notion was first 
proposed by Rokitansky. Dr. Morgan’s book is a review 
and an original pathologic investigation that supports 
Duguid’s theory. 


Detailed histologic observations are provided to siemon. 
strate a process whereby the cellular content of arterial 
thrombi, molded to the vessel wall, is washed away. This 
laminated fibrinous layer is slowly organized and covered 
by endothelium and elastica. An inadequate vascular net. 
work develops within this plaque. There is further de. 
generation, with swelling, necrosis and calcification, [y. 
soluble cholesterol deposits result from recurrent hemor. 
rhages and the accumulation of foam cells derived from 
phagocytic macrophages. 

These observations—that advanced atherosclerosis may 
result from a primary thrombotic process rather than lipid 
infiltration—have received only scant attention in the 
general medical literature in this country. For this reason, 
this small volume, which, incidentally, is printed and jl. 
lustrated handsomely, should be of interest to pathologists 
and physicians with a particular orientation towards heart 
disease. —Joun C. Rose, m.p. 


Pediatric X-ray Diagnosis. By John Caffey, M.D. Pp. 1,059. Price, 
$28.00, Year Book Publishers, Chicago, 1957. 


EVER SINCE the first edition in 1945, this book has been the 
standard work in diagnostic pediatric roentgenology. Wider 
acceptance of roentgen methods in pediatric practice, 
newer developments and technical advances have made 
necessary major revisions and additions in this third 
edition. There are almost 200 more pages and 250 new 
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Tired of TALKING Reducing Diets? 


Save time . . . reduce tedious repetition. Prescribe the 
Knox “Eat and Reduce” Booklets for your cardiac, hyper- 
tensive and obese patients. Color-coded diets of 1200, 
1600 and 1800 calories are based on Food Exchanges! 
. . . eliminate calorie counting . . . promote accurate 
adjustment of caloric levels to the individual patient. 
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1. The Food Exchange Lists referred to are based 
on material in ‘Meal Planning with Exchange 
Lists” prepared by Committees of the American 
Diabetes Association, Inc. and The American 
Dietetic Association in cooperation with | 

Chronic Disease Program, Public Health Service, 
Department of Health, Education and Welfare. 
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illustrations which contain 383 different images. Some 
of the new figures show circulation of blood in congenital 
hearts. The importance of the normal and normal variants 
is emphasized so that there may be accurate identification 
ofthe abnormal. This is especially important in radiology 
of infants and children where there is such a wide range 
of normal. 

The author stresses the limitations of the roentgen 
method in that it rarely provides a conclusive diagnosis. 
However, it may suggest the line of investigation by which 
a conclusive diagnosis can be made by other methods. 

There are many new subjects considered, and previous 
sections have been enlarged or rewritten to make this one 
ofthe most informative texts on roentgenology. The x-ray 
reproductions are extraordinarily clear and the legends 
complete. Radiologists and all physicians handling children 
will welcome this new edition. —Sor Katz, M.D. 


Gastro-Intestinal Obstruction. By Meyer O. Cantor, M.D. and 
Roland P. Reynolds, M.D. Pp. 508. Price, $18.00. The Williams 
and Wilkins Co., Baltimore, 1957. 


THis BOOK represents a truly encyclopedic coverage of 
gastrointestinal obstruction. One gains the idea of its 
completeness from a mere reading of its table of contents; 
yet only after reading the book in its very logical progression 
of chapters does one acquire the full implication and vast- 
ness of its coverage. 


The printed pages are profuse in anatomic illustrations 
which serve to refresh; the x-ray which serves to document 
and provide the visual element so necessary to substantiate 
the descriptive narrative, and photographs and sketches 
to illustrate procedures. 

It would be unfair to single out chapters; yet, in such 
a comprehensive coverage of this disorder, the authors 
have provided invaluable information in chapter con- 
sideration of fluid and electrolyte balances ; of the anesthetic 
of choice in operative approaches; of the bacteria, toxins 
and antibacterial agents concerned in and the nursing tech- 
niques having to do with management of the obstructed 
patient and disorders simulating gastrointestinal obstruc- 
tion. 

This book would be an extremely valuable one to all 
students of medicine—surgeons, internists and radiologists, 
and particularly to the generalist who many times is the 
first man to be faced with the burden of early diagnosis. 
The book is easily read and interestingly compiled and 
receives my unqualified endorsement. 


—A. E. Rirrt, M.p. 


_ Occipito-Posterior Positions. By Edward L. King, M.D. Pp. 106. 
Price, $3.75. Charles C Thomas, Spring field, Ill., 1957. 


Tuts 1s one of the series of monographs in the American 
Lectures on gynecology and obstetrics. The title fully 
explains the scope of the monograph in that the subject 
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is covered most thoroughly, in particular from an historic 
standpoint, as one should expect from a professor emeritus 
author. (Of 62 references, only 13 have been published 
since 1950.) 

The monograph is well printed, the illustrations are 
excellent and the original descriptions of Smellie’s and 
Scanzoni’s methods are of great interest. 

The volume would be of great value to general prac- 
titioners who still participate in the practice of obstetrics. 

—Francis L. Lanp, M.D. 


Roentgen Signs in Clinical Diagnosis. By Isadore Meschan, M.D. Pp. 
1,058. Price, $320.00. W. B. Saunders Co., Philadelphia, 1957. 


Ir 1s indeed unusual for a text to be of equal value to medical 
students, residents, practicing physicians and radiologists. 
However, each of these medical disciplines will find this 
fine work of tremendous interest. 

The fundamentals of radiology are presented and ar- 
ranged on the basis of objective signs as seen in roent- 
genograms. The text is organized to emphasize the anatomic, 
physiologic and technical basis of roentgen signs, at the 
same time indicating the limitations as well as the ac- 


and to analyze roentgen alterations systematically, prior to 
forming an exact diagnosis. This-kind of thinking is very 
desirable and should be forcefully emphasized to students 
approaching radiology for the first time. 


curacy of the roentgen method. The reader is led to think . 


The author uses a three-phase plan in his teac!:ing pro. 
gram for diagnostic radiology. Phase one is a presentation 
of normal radiographic anatomy. The second pi:ise con. 
siders the roentgen signs which make up the basic « oncepts 
of roentgen pathology. These pathologic features «re classi. 
fied in terms of changes in size, contour, architecture. 
density, position and function. At this stage only the 
recognition of pathology is emphasized, inclucing the 
necessity of reviewing each film in a systematic way, so 
that the pathology will not be overlooked. Phase three 
consists of the organization of the criteria in phase two 
to reach a definitive diagnosis. This section is really one 
of differential diagnosis and will prove most useful to 
postgraduate students. 

The initial chapter is very informative and covers the 
background fundamentals for radiographic techniques. In 
graphic fashion, highly technical considerations are simply 
explained. Such complicated matters as the concepts in 
electricity and magnetism as related to radiography, the 
manner in which an x-ray machine operates, the construc. 
tion of casettes, intensifying screens, etc. are discussed 
and amply illustrated for easy understandability. Even 
such a practical consideration as proper choice of x-ray 
equipment to serve particular needs is given adequate 
emphasis. 

Following these introductory chapters, several chapters 
are devoted to each body system, using the three-phase 
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Gain time . . . decrease repetitious talk. Prescribe Knox Diabetic 
Diet Brochures. Based on nutritionally tested Food Exchanges’, 
these diet Brochures demonstrate variety is possible for the 
diabetic, eliminate calorie counting and promote accurate 
individual adjustment of calories to the need of the patient. 


REPEATING 


REPEATING 


Tired of REPEATING Dietary Advice | 


1, The Food Exchange Lists referred to are 
based on material in ‘Meal Planning with 
Exchange Lists” prepared by Committees of 
the American Diabetes Association, Inc. 
and The American Dietetic Association m 
cooperation with the Chronic Disease Pro- 
gram, Public Health Service, Department 
of Health, Education and Welfare. 
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roach. Each of these chapters is further divided until 
each disease entity is discussed. 

Key” references are scattered throughout the volume 
in appropriate places. General references are given at the 
end of each chapter. This bibliography, although limited, 
has been carefully selected and includes the significant 
references on the subject. 

Without doubt this book represents one of the finest 
contributions to radiologic writings. _—Sot Katz, M.D. 


The Premature Baby. By V. Mary Crosse, M.D. Pp. 242. Little, 
Brown and Co., Boston, 1957. 


ApproPRIATELY, this book on the premature baby is a small 
volume measuring 544x8x'4 inches. Notwithstanding its 
small size, it is packed full of practical information con- 
cerning the premature infant. The book is designed to 
acquaint the reader with the normal premature infant and 
with all of the complications and abnormalities that may be 
associated with prematurity. 

The author is a British pediatrician of international 
prominence, a member of the Expert Advisory Panel on 
Maternal and Child Health (with special relation to pre- 
maturity) of the World Health Organization. The book is 
fluent and concise. It is generously filled with tables and 
photographs and the print and quality of paper make for 
easy reading. 

A thorough discussion of the anatomic and physiologic 


makeup of a premature baby is presented. The common 
abnormalities and physiologic derangements are clearly 
discussed. Then the author presents in excellent fashion 
the problem of atelectasis (including hyaline membrane), 
hemorrhagic and hemolytic diseases, kernicterus and 
retrolental fibroplasia. Emphasis is placed not only on the 
prevention of complications in the premature baby but 
also on the prevention of prematurity itself. 

The author reminds the reader that prematurity need 
not terminate disastrously and as proof of this recalls 
that such famous people as Isaac Newton, Charles Darwin, 
Voltaire, Napoleon Bonaparte, Renoir, Victor Hugo and 
Sir Winston Churchill were premature babies. 

The purpose of the book, to familiarize the reader with 
all aspects of the problem of prematurity, has been well 
accomplished. Every general practitioner who cares for 
infants will benefit from reading this book and from keep- 
ing it in his library for frequent reference. 

—Norman F. Coutrer, M.D. 


Causal Factors in Cancer of the Lung. By Carl V. Weller, M.D. 
Pp. 113. Price, $3.00. Charles C Thomas, Spring field, Ill. 


THIS DEFINITELY is not just another biased discourse on the 
cause of lung cancer. Rather, it is a rational, logical well- 
documented treatise in which the author fully explores 
the intrinsic and extrinsic causes of bronchogenic cancer 
including proved and suspected factors. 
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The alarming increase in the incidence of lung cancer 
in the past 50 years justifies a searching inquiry into causa- 
tion. The author’s concept indicates that human protoplasm 
could not have changed so rapidly and that therefore the 
evidence points to environmental influences. He then 
reviews the search for extrinsic factors, for “to the extent 
that an environmental factor can be established as the 
cause of any cancer, to the same extent that cancer becomes 
a preventable disease.” 

The first theme he develops is concerned with carcinoma 
of the lung as an endemic occupational disease of the 
miners of Schneeberg in Saxony and of Joachimsthal in 
Bohemia who for at least 500 years have been victims of a 
chronic pulmonary disease now known to be carcinoma. 
In addition to providing scientific data, this chapter is a 
delightful diversion which includes references and illustra- 
tions from publications of the sixteenth century. 

The second theme is devoted to the search for causes of 
cancer in the twentieth century. Here the discussion covers 
the increased liability to bronchogenic carcinoma in certain 
occupational groups. In this connection, the author inter- 
poses a fascinating historic interlude of the relationship 
between cancer and occupation — the scrotal cancer of 
chimney sweeps. Atmospheric pollution by arsenic, ionizing 
radiation and benzpyrene is discussed from the view of the 
increase of bronchogenic cancer which coincides with the 
period of increased industrialization. 


The third theme deals with the association of ‘obaceo 
smoking and bronchogenic carcinoma. All metho«|s used 
in analyzing available data are developed. The treinendous 
amount of material on this relationship is condensed and 
presented in a masterful and completely impartial fashion, 
The author provides strong statistical evidence for the 
association between cigarette smoking and cancer of the 
lung without establishing the specific responsible agent, 
Full recognition is given to the fact that nonsmokers develop 
carcinoma of the lung and that most heavy smokers escape 
it. The nature of the causal agent will be determined, the 
author assures us, and with its identity may come the 
prevention of four-fifths or more of the present mortality 
from bronchogenic carcinoma. 

This small monograph, which represents the Beaumont 
Lecture given before the Wayne County Medical Society, 
makes pleasant reading which is at the same time thoroughly 
informative. It is recommended to every physician, especial- 
ly to all cigarette-smoking doctors who are concerned with 
testing the theory! Katz, 


The Principles of Therapeutics. By J. Harold Burn, M.D. Pp. 278. 
Price, $5.50. Charles C Thomas, Spring field, Ill., 1957. 
THIs SHORT, very compact and intensely interesting book 
is a collection of lectures delivered by Dr. Burn, to his 
classes in pharmacology and therapeutics at Oxford. Ina 
very short space, Dr. Burn discusses the development of 
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Ease the burden . . . cut down on tiresome repetition. Offer 
“Meal Planning for the Sick and Convalescent.” This new Knox 
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Brochure presents the latest nutritional thinking on proteins, 
vitamins, and minerals . . . suggests ways to stimulate appetite 
. .. describes diets from clear liquid to full convalescent. 
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. 278, 


therapeutics as it is known today and brings the reader a 
dear-cut description of the experimental work that has led 
io our present concept of therapy. 

This is a valuable work both for medical students who 
ae laying the foundation of their knowledge of the healing 
at, and for the practitioner who learns of new techniques 
and new drugs daily and wants to correlate the numerous 
new drugs and techniques with his wider knowledge of his 
patients and their needs. 

The book is a convenient size, easily adaptable to a 
reference shelf or bedside table. It is printed on good paper 
with an easily-read print. There are eight explanatory 
tables and 35 illustrations. For the most part this text is 
very readable and will serve as a valuable reference book to 
be used many times after its first perusal. 

—M. E. Jounston, M.D. 


Mechanisms of Hypertension. “Vith a Consideration of Atherosclerosis. 
By Henry Alfred Schroeder, M.D. Pp. 379. Price, $9.00 
Charles C Thomas, Spring field, Ill., 1957. 


THIS PUBLICATION is the work of a master craftsman. Ex- 
perimental evidence is presented in such lucid form that 
the intricate chemical and physiologic processes seem to 
stand out clearly. 

Conclusions and interpretations of clinical and chemical 
data add up to fascinating reading. Dr. Schroeder draws 
from a vast field of information, carefully evaluating all 


facets of the hypertensive problem, culminating in a final 
chapter of valuable pointers in management of the hyper- 
tensive and suggestions concerning diet in reducing 
cholesterol levels. Notations are made on the role of 
pyridoxine in fat metabolism. 

After piling up many pages of closely-written experi- 
mental data, the author concludes with a few cryptic and 
revealing sentences: “There are enough ideas now under 
experimental observation to strengthen the belief that 
atherosclerosis is a reversible disease, at least insofar as the 
fatty and calcific deposits are concerned. Arterial hyper- 
tension in man can be controlled indefinitely and sometimes 
reversed. There are therapeutic tools now available to 
control or treat cardiovascular renal diseases quite 
specifically.” 

This book would be a valuable addition to any medical 
library and of special interest to physicians who are in- 
terested in general medicine, general surgery or general 
practice. I sincerely recommend it to all practitioners of 
medicine. 

Evaluation of the adult patient’s blood pressure status is 
a must in all physical examinations. The blood pressure 
reading is a procedure used more than any other by 
physicians in offices, hospitals or homes. It behooves the 
physician to keep informed concerning the background of 
the tests he frequently uses. 

—M. B. M.D. 
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A New Book! 


Andresen’s Office 
Gastroenterology 


Practical help on diagnosis and 
treatment of digestive disorders 


ITH such a large proportion of today’s patients com- 

plaining of digestive symptoms, this new book is a par- 

ticularly useful one for the family physician. It is a com- 
mon-sense, compact guide to those methods that are suitable 
and effective in office use. 


You'll like Dr. Andresen’s practical outline for history taking; 
his physiologic approach to treatment; his emphasis on the 
importance of minor adjustments in the patient’s diet; his 
warnings on the dangers of indiscriminate use of new drugs; 
his advice on surgical indications and postoperative care; and 
the balanced attention he gives to x-ray and laboratory ex- 
aminations. 

You'll find definite, usable help here on more than 150 gas- 
trointestinal problems such as: food poisoning, G. I. cancer, 
peptic and duodenal ulcer, pin worms, constipation, hemor- 
rhoids, hepatitis, cholecystitis, ete. The book also tells how 
general diseases—cardiovascular, respiratory, genitourinary, 
etc.—may affect. the gastrointestinal tract. 


Put this new book to work in your office. Order it today! 


By Avsert F. R. ANpreEsEN, M.D., Clinical Professor Emeritus of Medicine, 
State University of New York College of Medicine of New York City; Attend- 


ing Physician, Long Island College Hospital; Area C I in Gast 
Administration. 707 pages, 914”, with 174 illustra- 
tions on “lio figures. $14.00; New! 


Today’s best treatments 
are in 
1958 CURRENT THERAPY 
just published in February 
Have you your copy? 


827 pages, 8” x 11”. $12.00 


Form------=->- 


| B. SAUNDERS COMPANY = | 
| West Washington Square, Philadelphia 5 | 
; Please send and charge my account: 
(CJAndresen’s Office Gastroenterology. ......... $14.00 | 
} (91958 Current Therapy..................... 12.00 | 
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Bone Tumors. General Aspects and an Analysis of 2.276 Cases, 
By David C. Dahlin, M.D. Pp. 224. Price, $11.50. Charles ( 
Thomas, Springfield, Ill., 1957. 


IN THIS MONOGRAPH the author has presented an excellent 
compilation of 2,276 cases of unselected primary bone 
tumors seen and treated at Mayo Clinic. No case was jn. 
cluded that did not have complete histologic verit:cation of 
the diagnosis by surgical specimen or biopsy. The tumors 
encountered have been classified according to cytology or 
the recognizable products of the neoplastic cells. 

The data are presented in an easily readable fashion with 
liberal use of photomicrographs and photographs of gross 
pathologic. specimens with correlated roentgenograms, 
The printing and spacing of the photographs and tables 
allow the reader to read avidly without fatigue. 

The presentations are factual and are presented in a 
series of concise statements in regard to characteristics, 
incidence, sex, age, localization, symptoms and signs, 
roentgenologic features, pathologic features, treatment and 
prognosis. Discussion of the symptoms and _ physical 
findings, however, has been kept at a minimum since the 
clinical aspects of these tumors are usually somewhat non- 
specific. Each tumor type discussed has added brief 
bibliographic notations. The final chapter deals with those 
osseus lesions frequently considered in the differential 
diagnosis because of similar clinical and_ radiologic 
features. 

In general, this book will have its primary appeal to the 
roentgenologist, pathologist and surgeon but has worth- 
while content for any physician interested in diagnosis and 
treatment of bone tumors. It will‘afford any reader a handy 
reference to the salient features of the various primary 
neoplasms of bone. —Bruce I. SHNIDER, M.D. 


Also Received 


Although GP endeavors to publish as many reviews of books as 
possible, space will not permit the review of all books received 
from publishers. 


Clinical Pathology Data. 2nd ed. By C. J. Dickinson, B.M. Pp. 91. 
Price, $4.00. Charles C Thomas, Spring field, Ill., 1957. 

Host-Parasite Relationships in Living Cells. A Symposium Sponsored 
by the James W. McLaughlin Fellowship Program, University of 
Texas Medical Branch. Pp. 245. Price, $6.50. Charles € 
Thomas, Springfield, Ill., 1957. 

The Human Brain. From Primitive to Modern. By A. M. Lassek, M.D. 
Pp. 242. Price, $4.75. Charles C Thomas, Spring field, Ill., 1957. 

Lens Materials in the Prevention of Eye Injuries. By Arthur Hail 
Keeney, M.D. Pp. 73. Price, $3.50. Charles C Thomas, Spring- 
field, Ill., 1957. 

Neuropharmacology. Transactions of the Third Conference. Edited by 
Harold A. Abramson, M.D. Pp. 381. Price, $4.50. The Josiah 
Macy, Jr. Foundation, New York, 1957. 

Parapsychology. Frontier Science of the Mind. By J. B. Rhine and 
J. G. Pratt. Pp. 220. Price, $4.75. Charles C Thomas, Spring- 
field, 1957. 

Vital Food Factors Against the Last Wasting. Chapter VI from the 1957 
edition of Must We Grow Old? By Barclay Newman. Pp. 86. 
Price, $1.25. New ABC Books, East Orange, N.J., 1957. 
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Systemic Anti-inflammatory 


For the First Time a Truly Aqueous Solution in a ONE-VIAL Preparation 


CHYMAR Aqueous is crystallized chymotrypsin in sodium chloride injection 
for intramuscular administration. 


Uses: As a systemic anti-inflammatory and anti-edematous agent for thera- 
peutic and prophylactic purposes. As an adjunctive with antibiotics in the 
treatment of infected wounds and in the prophylaxis of lesions prone to infection. 


Advantages of CHYMAR Aqueous 

The only one-vial aqueous solution of this systemic anti-inflammatory agent 
in pure, crystallized state. Available in a non-allergenic vehicle . . . Painless on 
injection . . . Injectable to last drop through small-gauge needle because it does 
not adhere to vial or syringe wall. 

Supplied: Crystallized chymotrypsin in sodium chloride injection for intramuscular 
use. In 5 cc. multiple dose vials. Each cc. contains 5000 Armour Units. Also available 
Chymar in oil in 5 cc. multiple dose vials. 


1. Bump on head with laceration 2. Big bruise of buttocks 3. Hemorrhoidectomy 
4. Fracture of forearm 5. Breast biopsy 6. Bursitis of elbow 7. Hernia repair 8. Ankle 
sprain 9. Phlebitis 10. Episiotomy 


THE ARMOUR LABORATORIES 
DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 
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President Phelps Issues 
Special Invitation to Attend Academy’s 
Tenth Anniversary Assembly 


Dear FRIENDs: 

Take a look at the picture below. A scene from the 
First Scientific Assembly at Cincinnati in 1949, it marks 
a memorable occasion in Academy history. Perhaps 
you can recognize some of your friends or maybe you 
were there. 

Naturally, not every Academy member had the op- 
portunity to be present at that time. But a chance to 


Ten Assemblies Ago—In March, 1949 this banquet group gath- 
ered at the Netherlands-Plaza Hotel in Cincinnati during the 
Academy’s First Annual Scientific Assembly. 


celebrate another milestone of Academy ‘ess cay 
be yours this month. Accept my cordial invi: tion to 
come to Dallas and join in making our speci.! Tenth 
Anniversary Scientific Assembly an outstandin climax 
to a decade of Academy achievement. 

The nation’s foremost medical authorities are sched. 
uled to bring you useful, up-to-the-minute infirmation 
on subjects ranging from obstetrics to geriatrics. Long 
on the practical side, short on theory, the lectures, 
panels and symposium are designed for your daily 
general practice. 

Your wife and family are most welcome. Features 
designed especially for their entertainment are ready 
to prove the famous Texas hospitality. 

On the social side, you can relax at the annual 
President’s Reception. Some 1,700 complimentary 
tickets for a performance of the Dallas Symphony 
Orchestra will be available on request. In addition, the 
premiere of the new tenth anniversary motion picture 
outlining Academy history promises to be an Assembly 
highlight. 

This is your opportunity—a singular chance to asso- 
ciate with other family physicians from all parts of the 
nation, sharing ideas and problems. 

Accept a share in the vitality, spirit and philosophy 
of the AAGP. You’ll find the cost is an investment—a 
most rewarding investment in yourself. Clip the hotel 
reservation form on page 225 now and come to Dallas!!! 
Matcom E. Puetps, M.p., President 


GP Volume XVII, Number 3 


Sete 
As 
Hi 
pr 
th 
d 
206 


daily 


tures 
‘eady 


itary 
hony 
, the 
‘ture 


nbly 


1880- 
the 


phy 
i—a 
otel 
is!!! 
ut 


Exc YEAR the Scientific Exhibit Section of the Annual 
Assembly seems to grow, both quantitatively and quali- 
tatively. The display which has been assembled for the 
Dallas meeting on March 24-27 is no exception. Dr. 
Herman Drill, chairman of the sub-committee, will 
present a total of 86 “teaching” exhibits—nine more 
than the record number offered last year in St. Louis. 

Some 14 subject areas, from anesthesiology to 
urology, will be represented. In the realm of “new 
diseases” will be found comprehensive, up-to-the- 
minute reviews of Asian influenza and the echo and 
coxsackie viruses. In the field of new diagnostic tech- 
niques there is: “Interscapular Tenderness—A New 
Sign in Peptic Ulcer”; a new tubeless gastric analysis 
procedure ; pain patterns as diagnostic guides in upper 
abdominal diseases; ‘Fluorescence Microscopy in 
Cancer Research” and a series of new, simple endo- 
crine assays for patients suspected of functional 
endocrine disorders. 

If you want to learn some of the new things in nu- 
trition, there is: ‘Protein and Amino Acid Needs in 
Convalescence” ; an exhibit of new nutrition materials 
by the American Dietetic Association; some new PHS 
information on sodium-restricted diets ; another on the 
tole of diet in diabetes; ‘Carbohydrate Metabolism in 
Pregnancy”; a new theory of the role of metabolism in 
peptic ulcer; and—in a related field—a complete visual 
refresher course on body fluid imbalances. There are 
five exhibits designed to sharpen your diagnostic and 
therapeutic skills in ocular disorders. There are six 
stimulating presentations in anesthesia, ranging from 
“Quiescence in Pediatric Surgery” to “The Role of 
Sedation in the Geriatric’—and including visual 
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Scientific Exhibits to Be Shown This Month in Dallas Greatest in Ten Years 


86 Exhibits for Anniversary Assembly 
In Contrast to Seven Shown in 1949 


News 


demonstrations of the use of hypnosis in obstetrics and 
surgery. 

The American Rheumatism Association is repeating 
ts “Visual Symposium on Collagen Diseases” which 
attracted so much attention in St. Louis—this time 
with ten brand new exhibits, plus a consultation booth 
(“Have You A Question, Doctor ?”’) where you are in- 


vited to discuss your problem cases with a staff of 
experts. To supplement the Thursday morning sym- 


posium on trauma, there are half a dozen exhibits that 
include preventive procedures, medical therapies and 
surgical techniques within the range of the general 


practitioner. (And, although the exhibit examines the 
influence of tranquilizers on motor drivers, you will 
want to try your own skill and reaction time on a unique 


steering wheel test!) 


Cardiovascular disorders, gynecology, dermatology, 


obstetrics and pulmonary 
diseases also come in for 
their share of attention in 
this bigger and better Scien- 
tific Exhibit Section. There 
will be plenty to keep phy- 
sicians busy and interested 
throughout every one of the 
recess periods—and at the 
end of each such period 
they, as in past years, will 
leave the exhibit hall re- 


luctantly and only because 
the next information- 
packed lecture session is 


about to begin. 


Herman E. Drill, M.D. As vice 
chairman of the Committee 
on Scientific Assembly, Dr. 
Drill heads the sub-Commit- 
tee on Scientific Exhibits. 
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Neo-Synephrine now has three complementary compounds added to its own depend- 
able, decongestive action for more complete control of the common cold syndrome. 


The “syndromatic” action of Neo-Synephrine Compound Cold Tablets brings new and 
greater effectiveness to the treatment of the common cold syndrome. 


protection. . through the full range of common cold symptoms 


Each tablet contains: 


for NASAL STUFFINESS, TIGHTNESS, RHINORRHEA 


NEO-SYNEPHRINE HCI 5 mg........... First choice in decongestants for its mild but durable 
action and excellent tolerance. 


for ACHES, CHILLS, FEVER 4 


ACETAMINOPHEN 150 mg. ........... Gerents analgesic and antipyretic 


for RHINORRHEA, ALLERGIC MANIFESTATIONS 


THENFADIL® HCl 7.5 mg. ........+-.-. Effective antihistaminic to relieve rhinorrhea and 
enhance mucosal resistance to allergic complications. 


for LASSITUDE, MALAISE, MENTAL DEPRESSION 
CAFFEINE 15 mg. 


DOSE: Adults: 2 tablets three times daily. 
Children 6 to 12 years: 1 tablet three times daily. Bottles of 100 tablets. 
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As you walk up and down the aisles of this impressive 
array of 86 presentations, covering a half acre of floor 
space and representing a tremendous amount of new 
medical knowledge compiled by the nation’s top re- 
garchers, recall if you can the seven small, lonesome 
litle displays that comprised the “scientific exhibit 
section” of the First Annual Assembly, back in Cin- 
cinnati in 1949. Then you will begin to appreciate how 
this portion of our continuous education program has 
grown in maturity and value, as well as in size. Study 
the artistic, carefully planned displays . . . operate and 
test the many ingenious devices . . . and by all means 
discuss their work with the several hundred dedicated 
teachers who man the booths. You will profit by the 
knowledge you acquire—and when you discover how 
highly they regard you and your organization you will 
he even prouder of being an Academy member. 

The complete listing of scientific exhibits, by title, 
and their sponsors follows: 


Title of Exhibit 


Organization or Individual 


John Adriani, m.p., New Orle- 
ans, La. 

Anthony A. Albanese, PH.D., 
Greenwich, Conn. 

American Association of Blood 
Banks, Miami, Fla. 

American Dietetic Associa- 
tion, Chicago, Ill. 


American Medical Associa- 
tion, Chicago, IIl. 

American Trudeau Society, 
New York, N. Y. 

R. C. Arnold, m.p., Washing- 
ton, D.C. 

Oscar Auerbach, M.p., East 
Orange, N.J. 


Frank J. Ayd, Jr., m.p., Balti. 
more, Md. 

Baldwin & Mermey, 
New York, N.Y. 

Albert E. Blundell, m.p., Kew 
Gardens, N.Y. 

M. A. Chambers, px.p., Cin- 
cinnati, O. 

Capt. Thomas E. Cone, Jr., 
Lt. Dan Shuptar, Capt. 
Charles L. Waite, MC, 
USN, Bethesda, Md. 

Darrell C. Crain, m.p., Wash- 
ington, D.C. 


Inc., 


Leo J. Croll, m.p., Maurice 
Croll, u.v., Detroit, Mich. 
Arthur C. DeGraff, .p., Sam- 


uel A. Brown, pH.p., New 
York, N.Y, 
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“Absorption of Local Anes- 
thetics’’ 

"Protein and Amino 
Needs in Convalescence’’ 


Acid 


**The Blood of Man’? 
‘Normal Nutrition—A  Dy- 
namic General Tool for 
Health”’ 

May Save Driver’s 
Life”? 


to Test”’ 


“*Here’s Help for the Sodium- 
Restricted Patient’? 

“Lung Cancer and Smoking: 
Relationship and Changes in 
the Bronchial Epithelium’”’ 

**Drug-Induced Depressions: 
Fact or Fallacy”? 

**The Congeners Story”’ 


‘An Adaptable Adjunct in 
Anesthesia”? 
**The Doctor Defendant’’ 


**Pediatric Diagnestic Clinic’’ 


*The Hands in Arthritis and 
Related Rheumatic Condi- 
tions’? 

“Office Eye Surgery’’ 


Diuretics: Pharmaco- 
logical Action and Clinical 
Effects’? 


McCarthy Demere, M.p., Mem- 
phis, Tenn. 

Donald A. Dukelow, 
Chicago, Ill. 

R. A. Dunsmore, m.p., L.D. 
Dunsmore, m.p., A. Gold- 
man, M.D., Philadelphia, Pa. 

Claude E. Forkner, M.p., New 
York, N.Y. 

Adolph Friedman, m.p., Wash- 
ington, D.C. 

I. Phillips Frohman, 
Washington, D.C. 


M.D., 


M.D., 


Gordon McHardy, m.p., New 
Orleans, La. 

James K. Martins, M.p., Eleva, 
Wis. 

Leo L. Mayer, M.p., Jackson, 
Miss. 

M. D. Mazel, m.v., Chicago, 


**Plastic Surgery Seen in Gen- 
eral Practice’’ 

"Health Appraisal of the School 
Child’’ 

"Pressure and the Patient— 
Their Treatment in Hyper- 
tension’’ 

Physician—Everyday 
Psychiatrist’’ 

**Education of the Diabetic’? 


"Clinical Investigation in the 
General Physician’s Prac- 
tice”? 


**Bowel Normalization’’ 


**Skin Diving and the General 
Practitioner”’ 
**Emergency Care of the Eye’’ 


‘Mortality and Morbidity Stud- 
ies in a Five-Year Follow-Up 
of Coronary Heart Disease 
Under Medical and Surgical 
Management”’ 


Representative Exhibit—This scientific exhibit on ‘Ulcerative Colitis 
and Familial Polyposis’’ is representative of the 86 outstanding ex- 
hibits which will be displayed in Dallas Memorial Auditorium dur- 


ing the Assembly. 


Does Your Patient Know?— Physicians will find many helpful tips 
on educating the diabetic in the above exhibit which has been pre- 


pared by Dr. Adolph Friedman of Garfield Memorial Hospital. 
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Gyenization or Individual 


Title of Exhibit 


Mehigan Heart Association, 
Detroit, Mich. 

s G. Miller, M.p., Ann 
Arbor, Mich. 

Marvin Moser, M.D., White 
Plains, N.Y. 

joan H. Moyer, M.D., Phila- 

: delphia, Pa. 

National Foundation for In- 
fantile Paralysis, New York, 
N.Y. 

National Society for Crippled 
Children and Adults, Inc., 
Chicago, Ill. 

Nieburgs, m.p., New 
York, N.Y. 


Golda R. Nobel, m.p., Phila- 
delphia, Pa. 
Louis T. Palumbo, m.v., Des 


Moines, Ia. 


7. W. Parkin, m.p., Roch- 
ester, Minn. 

M.A. Perlstein, m.v., Chicago, 
Ill. 

Morris Plotnick, m.p., Cincin- 
nati, O. 

Theodore A. Potter, .p., 
Detroit, Mich. 

Arthur M. Pruce, m.p., At- 
lanta, Ga. 

Max S. Sadove, m.p., Chicago, 
lll. 

Phil C. Schrier, m.p., Mem- 
phis, Tenn. 

John D. Schultz, m.p., Wash- 
ington, D.C. 

Harry L. Segal, m.p., Roch- 
ester, N.Y. 

EL. Shook, Jr., J. 
Lichtwardt, m.p., W. Sher- 
man, H. Lichtwardt, 
M.D., Eloise, Mich. 

Murray E. Gibbens, m.p., Den- 
ver, Colo. 

Aram Glorig, u.p., Los Ange- 
les, Calif. 

Dan M. Gordon, u.v., New 
York, N.Y. 

Leon A. Greenberg, PH.D., 
New Haven, Conn. 

Milton Gross, .p., Jersey 
City, N.J. 

Donald F. Hill, Tucson, 
Ariz.; L. Maxwell Lockie, 
M.D., Buffalo, N.Y.; John 
W. Sigler, Detroit 
Mich. 

Maurice R. Hilleman, pu.p., 
Washington, D.C. 
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“Occlusive Coronary Arterial 
Disease”’ 

"Behavioral Effects of Mepro- 
bamate on Normal Subjects’’ 

“Drug Therapy of Hyper- 
tension”’ 


"Diuretic Therapy”? 


**Echo and Coxsackie Viruses’’ 


“Rehabilitation in Action’? 


"Cytologic Technics for Office 
and Clinic: Uterine and 
Gastric Cancer Control’? 

“Interscapular Tenderness: A 
New Sign in Peptic Ulcer”’ 

Ulcerative Colitis and Familial 
Polyposis—One-Stage Total 
Colectomy’’ 

"Strokes Caused by Diseases of 
the Heart and Aorta’’ 

**Control of Seizures and Hyper- 
tonus”’ 

“The Role of Sedation in the 
Geriatric Patient’’ 

**X-Ray Changes in Rheuma- 
toid Arthritis”’ 

“Cervical and Lumbar Trac- 
tion’? 

*“Quiescence in Pediatric Sur- 
ery”? 

Enigma of Obstetrics— 
Toxemia of Pregnancy”’ 

“The Ataraxics in General 
Hospital Practice’’ 

**Tubeless Gastric Analysis: A 
Urinary Color Test’’ 

"Urethral Stricture’’ 


**Prevention of Automobile In- 
juries’? 
**Your Ear and Noise’’ 


“Long Term Steroid Therapy 
of Chronic Uveitis’’ 

‘Alcoholism: A Basic Approach 
to Treatment?’ 

**Carbohydrate Metabolism in 
Pregnancy”’ 

“Do You Have a Question, 
Doctor ?”’ 


**Asian Influenza—Identifica- 
tion, Diagnosis and Vaccina- 
tion 99 


Robert C. Hockeit, pu.p., New 
York, N.Y. 


C. Paul Hodgkinson, .p., 
Detroit, Mich. 

J. L. Hollander, m.p., E. M. 
Brown, m.p., R. A. Jessar, 
m.D., N. M. Smukler, M.p., 
J. R. Shanahan, m.p., Phila- 
delphia, Pa. 

B. Wheeler Jenkins, 
Philadelphia, Pa. 

C. Gordon Johnson, m.p., New 
Orleans, La. 


J. Frederic Johnson, 
Detroit, Mich. 

Joseph W. Kelso, m.v., Okla- 
homa City, Okla. 

Robert S. Knighton, m.p., 
Detroit, Mich. 


William S. Kroger, m.p., Evans- 
ton, Tl. 

Herbert S. Kupperman, 
New York, N.Y. 


Liberty Mutual Insurance 
Company, Boston, Mass. 
Eugene G. Lipow, m.p., Wash- 
ington, D.C. 


Harry R. Litchfield, 
Brooklyn, N.Y. 

L. Maxwell Lockie, m.p., Buf- 

falo, N.Y. 

Nathan E. Silbert, m.p., Lynn, 
Mass. 

C. H. Slocumb, m.p., H. F. 
Polley, m.v., L. E. Ward, 
M.D., J. G. Mayne, M.D., 
Rochester, Minn. 

L. A. Smith, m.p., Rochester, 
Minn. 


Richard T. Smith, m.p., Wil- 
liam P. Peak, m.p., Kenneth 
M. Kron, m.p., Irvin F. 
Hermann, .D., Russell Del- 
Toro, M.D., Philadelphia. 

W. D. Snively, Jr., m.p., 
Evansville, Ind. 

Howard H. Steel, m.p., Phila- 
delphia, Pa. 

Frederick Steigmann, M.D., 
Chicago, Ill. 


Otto Steinbrocker, m.p., New 
York, N.Y. 

Raymond R. Suskind, m.p., 
Cincinnati, O. 


**Tobacco and Health—The Re- 
search Program of the Tobac- 
co Industry Research Commit- 
tee”’ 

Incontinence in Female: 
Therapeutic Aids”’ 

*Intra-Synovial Steroid Ther- 
apy” 


**Treatment of Tension States of 
the ‘Middle Years’ ”’ 

"Cytologic Diagnosis of Cervi- 
cal Malignancy — Routine 
Smears in Private Practice’’ 

‘Intravenous Estrogens. and 
Components of Coagulation’’ 

Management of Car- 
cinoma of the Cervix”’ 

‘Diagnosis and Treatment of 
Intracranial Tumors in 
Childhood’’ 

in Obstetrics 
and Surgery”’ 


*The Modern Endocrine Ap- 


proach to the Management . 


and Diagnosis of the Infertile 
Patient’ 

"Industrial Amputee Rehabili- 
tation’’ 

**Local Steroid Injection Ther- 
apy for Traumatic Condi- 
tions’’ 


**Headache in Children”’ 


“Gold in Rheumatoid Arthri- 
tis 


“Bronchial Asthma’”’ 


**Hypercortisonism in Patients 
with Rheumatoid Arthritis’’ 


**Pain Patterns: Sites and Be- 
havior of Pain in Certain 
Common Diseases of the Up- 
per Abdomen”’ 

"Improved Anti - Rheumatoid 
Chrysotherapy’”’ 


**The Body Fluid Imbalances: A 
Bird’s Eye View”’ 

**Staphylococcal Hosjrtal Infec- 
tions”’ 

**Functional Constipation: Di- 
agnostic and Therapeutic 
Considerations’’ 

**Painful Non-Articular Mus- 
culoskeletal Disorders’? 

**The Role of Soaps and Syn- 
thetic Detergents in Hand 

Dermatitis”’ 
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improve 
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with 

hydrochloride 


(methylphenidate hydrochloride CIBA) ‘ 


...new mild smooth-acting antide- 
pressant and stimulant, chemically 
unrelated to the amphetamines. 

¢ Ritalin brightens outlook and 
renews vigor—overcomes drug seda- 
tive effects—often improves behav- 
ior in the elderly. In’ most cases, 
Ritalin does not overstimulate, has 
little or no effect on appetite, blood 
pressure or pulse rate. 

AVERAGE DOSAGE: 10 mg. b.i.d. or t.i.d. 


SUPPLIED: Tablets, 5 mg. (yellow), 10 mg. 
(light blue), 20 mg. (peach-colored) 


INDICATIONS: 


- the depressed 

- the psychically fatigued 
- the apathetic 

- the oversedated 

the moody 


+ 1B A SUMMIT, N.J. 
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Organization or Individual Title of Exhibit 


"Diagnosis and Treatment of 


Jobn H. Talbott, m.p., Buf- 


falo, N.Y. Gouty Arthritis” 

Flam C. Toone, Jr., M.v., “Joint and Bone Disease Due to 
Richmond, Va. Mycotic Infection’’ 

Edward H. Townsend, Jr., ‘“‘Prolonged Cough Suppres- 
u.v., Rochester, N.Y. sion’? 

Byron M. UnKauf, m.v., New “‘Fractures of the Upper Limb” 


Orleans, La. 
Henry J. VandenBerg, Jr., 


‘Surgery for Tumors of the 


u.v., Detroit, Mich. Head and Neck’? 

Ludwig von Bertalanffy, pH.D., ‘‘Fluorescence Microscopy in 
Los Angeles, Calif. Cancer Research’? 

Virginia D. Weeks, m.v., New ‘“‘How to Give Painless Injec- 
York, N.Y. tions’? 

John F. Wilson, m.p., Phila- ‘The Non-Venereal Diseases of 
delphia, Pa. the Genitals—The Differen- 


tial Diagnosis of Genital 
Lestons”’ 
**Complete Nutriment in Ther- 


Asher Winkelstein, m.p., New 


York, N.Y. apy of Peptic Ulcer’? 

Everet H. Wood, m.p., Madi- ‘“‘External Diseases of the Eye: 
son, Wis. Diagnosis and Treatment?’ 
Harold Wood, m.p., Houston, ‘“‘Endocrine Assays for Clinical 

Tex. Medicine’’ 


Advance Reservations Show Anniversary 
Assembly May Be a Record Breaker 


ADVANCE REGISTRATION for the Academy’s forthcoming 
Tenth Anniversary Assembly compares very favorably 
with the number of advance reservations made for the 
record-breaking Assembly at Washington, D.C. in 
1956. On January 10, a total of 1,195 rooms had been 
assigned for Dallas. 

The meeting which is being held in cooperation 
with Dallas Southern Clinical Society will offer a full 
agenda of extracurricular activities in addition to an 
outstanding scientific 
program. 

The Congress of Dele- 
gates will convene at 2 P.M. 
Saturday, March 22, in the 
Grand Ballroom of the Stat- 
ler Hilton. These sessions 
will continue until Monday 
noon. 

The tenth anniversary 
theme of the Assembly will 
be set at 3 p.m. Monday 
during the opening session 
of the scientific program in 
Dallas Memorial Audito- 


Dynamic Conductor—Walter 
Hendl, a distinguished and 
internationally known con- 


ductor, is now in his seventh 
with the showing of a season with Dallas Sym- 
historical film on the Acad- _ phony Orchestra. 
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emy. The 20-minute film titled “Building for Tomor- 
row” has been prepared by Wyeth Laboratories. 

Monday night, designated for chapter functions, has 
been reserved for special dinners and receptions which 
various chapters are planning. A Texas Party, hosted 
by the Texas chapter, will be held in the Statler Hilton’s 
Grand Ballroom for all doctors and wives attending 
the Assembly. 

Tuesday, March 25, will be DSCS Day at the scien- 
tific program. Presiding throughout the day will be the 
following officers of DSCS: Dr. Charles D. Bussey, 
president; Dr. T. Haynes Harvill, director of clinics; 
Dr. Howard C. Coggeshall, chairman of the executive 
committee and Dr. Oscar Marchman, Jr., member of 
the executive committee. 

The annual Delegates’ Reception and Dinner will 
be held Tuesday night in the Statler Hilton. A past 
presidents’ testimonial ceremony will be held at that 
time. Each of the ten past presidents of the AAGP will 
receive a medal, denoting term in office, in a handsome 
leather case. President-elect Holland T. Jackson will 
make the presentations. 

For persons who will not be attending the Dele- 
gates’ Dinner, there will be a concert at 8:30 p.m. by 
the Dallas Symphony Orchestra at Memorial Audi- 
torium. Complimentary tickets will be presented on 
request at registration. . 

The Dallas Symphony Orchestra, now in its 57th 
year, has provided the leadership in Dallas’ cultural 
life. (See cut.) Its history has been an inspiring one. 
During the Golden Jubilee Season of 1950-51 the sym- 
phony played in more than 40 cities in 14 states, break- 
ing box office records everywhere. It is directed by 
Walter Hendl, dynamic and versatile conductor, who 
is now in his seventh season as the musical director. 

(See cut.) 

Tuesday has also been set aside by the Academy as 


Dallas Symphony Orchestra—Z/n its 57-year history the Dallas Sym- 
phony Orchestra has gained great national recognition. The orches- 
tra will have a role in celebrating the Academy’s Tenth Anniversary 
Assembly, appearing in concert the evening of March 25 in Dallas 
Memorial Auditorium through the sponsorship of the Texas chapter, 
Dallas Southern Clinical Society and Merck Sharp ¢& Dohme. 
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© early, high peaks of concentration in body 
tissue and fluid 

© quick control of a wide variety of infections 

© unsurpassed, true broad-spectrum action 

© minimal side effects 

© well-tolerated by patients of all ages 

ACHROMYCIN V SYRUP: 


Orange Flavor. Each teaspoonful (5 cc.) 


contains 125 mg. of tetracycline, HC! equivalent, 
citrate-buffered. Bottles of 2 and 16 fi. oz. 


DOSAGE: 
6-7 mg. per Ib. of body weight per day. 


*Reg. U.S. Pat. Off, 
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the time to honor members of the Century Club. The 


S Academy will be host for them at a luncheon which will 


be held at 12:15 p.m. at the Statler Hilton. Any person 
who has contributed a total of $100 to the Building 
Fund up to 9:15 a.m. on Tuesday, March 25, will be in- 
vited. 

The inaugural ceremony for President-elect Holland 
T. Jackson of Fort Worth, Tex. will be held at 8 p.m. 
Wednesday at the Statler Hilton. Following this, at 
9p.m., the President’s Reception honoring Retiring 
President Malcom E. Phelps of El Reno, Okla. will be 
held in the Grand Ballroom. All members and their 
wives are invited to attend the reception and to greet 
Academy officials. 

A special dispensation has been granted all Catholics 
during this Lenten week by His Excellency, Bishop 
Gorman of the Dallas-Fort Worth Diocese. 


ladies’ Program for Dallas Complete 
With Daily Schedule of Activities 


THE WIVES AND CHILDREN of Academy members who will 
be in Dallas this month for the Assembly have a full fare 
of special activities awaiting them. Mrs. Warren Shoe- 
craft, chairman of the Ladies’ Entertainment Commit- 
tee, reports that the following functions will be held 
daily : 

Sunday: A pre-Assembly feature will be the Garden 
Fair in the General Exhibits Building at Fair Park. 
Tickets may be purchased at the ladies’ registration 
area Saturday afternoon, the preceding day, and Sun- 
day morning. Chartered busses will take the ladies to 
the show. The Garden Fair begins at 2:30 p.m. 

Monday: A special invitation is extended to all women 
to attend the afternoon scientific program, which opens 
at 1 p.m. in Dallas Memorial 
Auditorium. This program 
opener will cover interest- 
ing aspects of two age 
groups—teen age and geri- 
atric. At 3 p.m. the ladies 
will have an opportunity to 
see the Academy’s tenth 
anniversary historical film, 
prepared by Wyeth Lab- 
oratories. 

Tuesday: The annual 
luncheon-fashion show, this 
year highlighted by the 
Neiman-Marcus showing, 
Dallas, has all the know. Will be held at 12 Noon in 
how for entertaining little the Statler Hilton’s Grand 
guests. Ballroom. Leading fashions 


The Funny Man—Stanley 
Green, the Funny Man of 
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will be shown by 15 Nei- 
man-Marcus models. The 
Johnny Cola Orchestra will 
play during the luncheon 
and for the fashion show. 
Special guests will include 
the wives of Academy of- 
ficials, speakers’ wives and 
wives of Dallas Southern 
Clinical Society officers. 

Tuesday isalsochildren’s 
day with special entertain- 
ment and a luncheon 
planned for them at 12 Noon 
in the Gold Room of the 
Statler Hilton while the 
mothers are lunching in the 
Grand Ballroom. Mr. Stanley Green, the Funny Man, 
will provide a program of games, puppets, stunts, 
stories, magic tricks, musical activities, riddles and 
jokes which will delight every child. (See cut below.) 

Wednesday: A book review and tea will be held at 2 
p.M. in Statler Hilton’s Embassy Ballroom. Mrs. V. Y. 
Rejebian of Dallas will review Tom Lea’s current best 
seller, The King’s Ranch which portrays the extent of 
this fabulous Texas venture. Mrs. Rejebian, born of 
Armenian parents near Istanbul, has considerable rep- 
utation as a reviewer. (See cut above.) Chosen one of 
nine ‘Outstanding Women of the Southwest” in 1951, 
Mrs. Rejebian is a brilliant and witty woman. She 
began reviewing 22 years ago. 

Background music for the tea will be provided by a 
string trio comprised of accomplished DSCS members’ 
wives—Mrs. Penn Riddle, violinist ; Mrs. H. A. Mueller, 
cellist and Mrs. H. C. Henderson, Jr., pianist. 

Throughout the Assembly, a hospitality suite will be 
maintained in the Statler Hilton for all women attend- 
ing the Assembly. 

As announced earlier a special dispensation has been 
granted to Catholics by His Excellency, Bishop Gor- 
man of the Dallas-Fort Worth Diocese. 


To Review a Best Seller—THE 
KING’s RANCH will be the 
topic of Mrs. V. Y. Rejebian, 
veteran Dallas reviewer, dur- 
ing the ladies’ Wednesday 


afternoon tea. 


Invitational Scientific Congress, 
Special Tours Draw 350 Reservations 


APPROXIMATELY 350 reservations have been made for 
the post-Assembly Invitational Scientific Congress 
and tours in Mexico. 

The one-day congress will be held on Monday, 
March 31, at the fabulous University of Mexico. Pre- 
ceding the opening of the program, doctors and their 
wives will be taken on a tour of the university by 


English-speaking student guides. 
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Fostex degreases the skin 


Fostex contains a combination of surface 
active agents (Sebulytic*) which: 
Completely emulsify excess oil so that 

it is quickly washed off the skin. 


Penetrate and soften comedones, 
unblocking the pores and facilitating 
removal of sebum plugs. 


Fostex dries and peels the skin 


The Sebulytic base of Fostex dries and 
promotes peeling of the skin . . . actions 
enhanced by the keratolytic effects of 
micropulverized sulfur and salicylic acid. 


*(Sodium lauryl sulfoacetate, sodium alkyl aryl 
polyether sulfonate, sodium dioctyl sulfosuccinate.) 


x is easy for your ti to use 


< Patients stop using soap on affected skin 
areas. Instead they use Fostex for thera- 
peutic washing of the skin. The Fostex 
lather is massaged into the skin for 5 min- 
utes—then rinse and dry. 


WESTWOOD Pharmaceuticals 
Division of Foster-Milburn Co. 
468 Dewitt Street + Buffalo 13, New York 


FOSTEX CREAM 

for therapeutic washing of 

skin in the initial phase of acne 
treatment, when maximum 
degreasing and peeling 

are desired. 


FOSTEX CAKE 


for maintenance therapy to : 
keep skin dry and substantially : 

free of comedones. 
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Ross Award Judges—This trio of medical school deans will select 
the Ross Award winners. Left to right are Dr. Homer F. Marsh, Uni- 
versity of Miami School of Medicine, Coral Gables; Dr. William W. 
frye, Louisiana State University Schoo! of Medicine, New Orleans 
and Dr. John D. Van Nuys, University of Indiana School of Medicine, 
Indianapolis. An award of $1,000 will go to each of the two Acad- 
emy members who contributed the most significant scientific articles 
to GP during the past year. They will be announced March 26 at 
the Tenth Annual Scientific Assembly in Dallas. 


At 11 a.m. the following program will get under 
way: “Developments in Tropical Diseases” by Dr. 
Miguel E. Bustamente, director of the Department of 
Preventive Medicine at the University of Mexico; 
“Tropical Mycology” by Dr. Antonio Gonzalez Ochoa, 
head of the Department of Mycology at the Institute 
of Public Health and Tropical Diseases of Mexico City 
and “Malnutrition Problems in Mexico” by Dr. 
Federico Gomez, director of the Children’s Hospital 
of Mexico City. 

Special busses will then take the registrants to a 
post-congress luncheon at Club France. 

While the doctors are attending the meeting, a spe- 
cial program will also be held for the wives in the 
University Auditorium. Key faculty of the university’s 
School of Humanities, will make presentations on 
Mexican art, archaeology and history. 

After luncheon the doctors and their wives will tour 
the residential section of University City. visiting vari- 
ous private homes and gardens. These arrangements 
have been made through the courtesy of the University 
of Mexico and the E. R. Squibb Co. 

The program for this 1958 congress has been pre- 
pared by a special Academy committee comprised of 
Dr. Norman R. Booher of Indianapolis, Ind., chair- 
man, and Drs. Floyd C. Bratt, Rochester, N. Y. and 
M. C. Wiginton, Hammond, La. 

Lee Kirkland Travel of Kansas City has provided 
especially planned trips by rail and plane from Dallas 
for persons attending the congress. All persons will 
arrive March 29 in Mexico City for two days of sight- 
seeing before the congress convenes. Following the 
congress, five special extension tours are available. 

Extension A will go to Cuernavaca, Taxco and 
Acapulco. Extension B goes to San Miguel Allende, 
Guanajuato, Morelia, Patzcuaro and San Jose Purua. 
Extension C will go to Cholula, Tehuacan, Orizaba, 
Cordoba, Fortin and Puebla. Extension D goes to 
Guatemala and Yucatan. 
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strengthen 
fragile capillaries 


associated with abnormal capillary 
permeability and fragility in 


peptic ulcer 
ulcerative colitis 
chronic nosebleed 
purpura (nonthrombocytopenic) 
hemorrhagic cystitis 
habitual and threatened abortion 


C.V.P. helps diminish 
fragility, and resultant bleeding by acting to saaieiide the 
integrity of the intercellular nd substance (cement) 
of capillary walls. C.V.P. is‘the original and exclusive | 

_ water-soluble citrus bioflavonoid complex. Readily ab- _ 
sorbed and utilized, C.V.P. is relatively free (due to 
_ Special processing) of hesperidin, henna and other 


in interna 
i 
Af ; 
: 
: 
Be 
| 
; R 
= 
CITRUS BIOFLAVONOID COMPOUND. . . 
: 
Bottles of 100, 500 and ig 
. vitamin corporation 
¢ (Arlington-Funk Laboratories, division) 
250 East 43rd Street, New York 17,N.Y. 


in the peptic ulcer diet... 
“orange juice 
several times daily” 


affords protection against vitamin C deficiency 
without untoward effects on ulcer healing 


Strub, Talso, and ValDez, in 
studying gastric response to 
orange juice, find that when 
patients with active duo- 
denal ulcers are given 4 oz. 
orange juice “several times 
daily” along with “the usual 
forms of medical manage- 
ment, no prolongation in the 
healing is noted.” (J.A.M.A. 
163 :1602, 1957) 


FLORIDA 
ORANGES * GRAPEFRUIT TANGERINES 
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Schedule of Events 


Day 


Friday, March 21 
Saturday, March 22 


Sunday, March 23 


Monday, March 24 


Tuesday, March 25 


Wednesday, March 26 


Thursday, March 27 


Friday, March 28 
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TENTH ANNUAL SCIENTIFIC ASSEMBLY— DALLAS, TEXAS 


Time 


9:00 a.m. 
7:30 A.M. 


9:00 a.m. 
10:00 a.m. 
12:00 Noon 


2:00 p.m. 
5:30 P.M. 
9:00 a.m. 
9:00 a.m. 
10:00 a.m. 
2:00 p.m. 
2:30 P.M. 
5:30 P.M. 
8:30 a.m. 


9:00 a.m. 
9:00 a.m. 


12:00 Noon 


1:00 p.m. 
3:00 p.m. 


EVENING 
8:30 A.M. 


9:00 a.m. 


12:00 Noon 


12:00 


12:15 p.m. 
3:00 P.M. 
6:30 


8:30 P.M. 
8:30 a.m. 


9:00 a.m. 
2:00 p.m. 
3:00 P.M. 
8:00 p.m. 
9:00 P.M. 
8:30 a.m. 
9:00 a.m. 


12:00 Noon 


1:00 p.m. 


Event 


Board of Directors Meeting 
Reference Committee 
Chairmen Breakfast 
Ladies’ Registration 
Registration of Delegates 
Joint Luncheon Meeting: 
Board, Local Arrangements 
Committee and Scientific 
Assembly Committee 
Congress of Delegates Convenes 
Three Reference Committee Hearings 
Reference Committees 
Ladies’ Registration 
Member Registration 
Congress of Delegates 
Ladies’ Garden Fair 
Reference Committees 
Member Registration and 
Ladies’ Registration 
Congress of Delegates 
Ladies’ Registration 
Congress of Delegates Recess 
Scientific Assembly Opens 
Tenth Anniversary Historical 
Film of the Academy 
Chapter Functions 
Member Registration and 
Ladies’ Registration 
Scientific Assembly 
Ladies’ Luncheon and 
Fashion Show 
Children’s Luncheon and 
Entertainment 
Century Club Luncheon 
Mead Johnson Awards 
Delegates’ Reception and Dinner 
(honoring past presidents) 
Dallas Symphony Orchestra 
Member Registration and 
Ladies’ Registration 
Scientific Assembly 
Ladies’ Tea and Book Review 
Ross Awards 
Inauguration Ceremony 
President’s Reception and Dance 
Member Registration 
Scientific Assembly 
Assembly Closes 
Board of Directors Meeting 
Post-Assembly Tour to Mexico 


Place 


Statler Hilton 
Statler Hilton 


Statler Hilton 
Statler Hilton 
Statler Hilton 


Statler Hilton 

Statler Hilton 

Statler Hilton 

Statler Hilton 
Memorial Auditorium 
Statler Hilton 

Fair Park 

Statler Hilton 
Memorial Auditorium 


Statler Hilton 
Statler Hilton 


Memorial Auditorium 
Memorial Auditorium 


Memorial Auditorium 


Memorial Auditorium 
Statler Hilton 


Statler Hilton 


Statler Hilton 
Memorial Auditorium 
Statler Hilton 


Memorial Auditorium 
Memorial Auditorium 


Memorial Auditorium 
Statler Hilton 
Memorial Auditorium 
Statler Hilton 
Statler Hilton 
Memorial Auditorium 
Memorial Auditorium 


Statler Hilton 


One tablet q. 12 h. to prevent angina pectoris 


1 tablet 
all day 


Provides full 24-hour protection for 8 
out of 10 angina patients: In rigorous 
clinical trials! METAMINE SUSTAINED 
improved 80 (78%) of 103 patients 
with angina pectoris, including a group 
refractory to other medication. 


Each METAMINE SUSTAINED tablet 
slowly releases 10 mg. of METAMINE, 
the unique, amino nitrate, to provide 
lasting, 12-hour protection from 
attacks of angina pectoris. 


Simplified dosage—just 1 tablet on 
arising, and | before the evening meal. 


Greater economy for your patient with 
angina pectoris. 


Supplied: METAMINE SUSTAINED, 10 mg., 
bottles of 50 sustained-release tablets. 
Also available: METAMINE, 2 mg., in 
bottles of 50 and 500, and METAMINE 
(2 mg.) with BUTABARBITAL (1% gr.), 
bottles of 50 tablets. 


IFuller, H. L. and Kassel, L. E.: Antibiotic Medicine and Clinical Therapy, 3:322, October 1956. 


Metamine 


triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


Sustained 


Shes. Leeming Ger 44th St., New York 17, NY. 
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MARCH 24-27, DALLAS, TEXAS 


SCIENTIFIC LECTURE PROGRAM 


TENTH ANNUAL SCIENTIFIC ASSEMBLY OF THE AMERICAN ACADEMY OF GENERAL PRACTICE 


10;:00-11:00 a.m. 


Monday Tuesday Wednesday Thursday 
Hour March 24 March 25 March 26 March 27 
9:00-9:30 A.M. REGISTRATION Surgery of the Diagnostic Trauma 
BEGINS 9:00 A.M. Biliary Tract Clinic on X-Ray Nicholas J. 
Manuel E. Interpretation Giannestras, M.D. 
OPENING Lichtenstein, M.D. Leo G. Rigler, M.v. MODERATOR 
OF SCIENTIFIC MODERATOR Harrison L. 
9:30-10:00 A.M. AND TECHNICAL The Indefinite Sol Katz, M.D. McLaughlin, o.v. 
EXHIBITS Pelvic Mass Chest Fractures 
9:00 a.m. Conrad G. Julian M. Michael L. 
Ruffin, M.v. Mason, M.D. 
Abdomen Hand Injuries 
Frank H. 


Mayfield, 
Head and Neck Injuries 


RECESS FOR EXHIBITS 


Daniel Blain, M.v. 
3. Surgical Problems 
G. A. Hallenbeck, M.v. 


of Duodenal Ulcer 
Stewart G. Wolf, Jr., 
M.D. 

3. The Treatment of 
Common Skin 
Diseases 

Everett C. Fox, M.v. 


Willard R. Cooke, M.v. 
Robert A. Johnston, 


3:00-4:00 p.m. 


RECESS FOR EXHIBITS 


4:00-4:30 p.m. 


The Emotional and 
Physical Problems 
of the Teen-Ager 
Andrew S. Tomb, M.v. 


The Famiiy Doctor 
and His Problem 
Eye Cases 

Malcolm A. McCannel, 


MODERATOR M.D. 
John G. Young, M.v. Harry M. Spence, M.v. 
4:30-5:00 p.m. (Pediatrician) The Dizzy Patient— Daniel R. Higbee, 
George A. Constant, Is it Labyrinthitis? 
M.D. Theo. Walsh, M.v. 
(Psychiatrist) 


Urologic 

Problems in 

General Practice 

Lloyd G. Lewis, M.D. 
MODERATOR 


STATE CHAPTER 


FUNCTIONS 


DELEGATES DINNER 


PRESIDENT’S 
RECEPTION 


11:00-12:00 a.m. Pediatric Medicine Limitations Medical Hypnosis 
1. Antibiotics in of the EKG with Practical 
Pediatrics Willis Hurst, M.v. Demonstrations 
Erwin Neter, MODERATOR William T. Heron, 
2. Common Anemias E. Grey Dimond, m.v. MODERATOR 
of Infancy and Bruce Logue, M.D. Maurice E. 
Childhood Bryant, M.D. 
Anthony V. Milton H. 
OPENING OF PROGRAM Pisci tla, M.D. Erickson, itv. 
WELCOMING SPEECHES 
12:00-1:30 p.m. 1:00 p.m. NOON RECESS LECTURE PROGRAM 
1:30-3:00 p.m. The Problem of New Developments Manipulative — 
Aging in Medicine and Operative 
1. Medical Problems | 1. Coronary Obstetrics 
Edward H. Hashinger, Thrombosis Herbert E. pray 9 
M.D. *Howard B. Sprague, Schmitz, M.D. 
2. Psychiatric and M.D. MODERATOR 
Adjustment 2. Newer Concepts Jack A. Pritchard, 
Problems in the Treatment M.D. 
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“Doctors can't help shingles?” is 


Burre 

Burte 

Physicians who have used PROTAMIDE extensively deplore such pe 
statements as unfortunate when they appear in the lay press. They Te 
have repeatedly observed in their practice quick relief of pain, Oe 

even in severe cases, shortened duration of lesions, and rm 

greatly lowered incidence of postherpetic neuralgia when ps 
PROTAMIDE was started promptly. A folio of reprints is x 

fi available. These papers report on zoster in the elderly — 
the severely painful cases — patients with extensive = 

lesions. PROTAMIDE users know “shingles” can be helped. bs 

Eat 

(Herman Léberateries 
| Detroit 11, Michigan 
SS Available: Boxes of 10 ampuls—prescription pharmacies. H. 
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1958 Technical Exhibits 


Abbott Laboratories 

Air-Shields, Inc. 

Alcon Laboratories, Inc. 

4.§, Aloe Company 

American Cyanamid Company 
(Surgical Products Division) 

American Ferment Company 

American Medical Association 

American Sterilizer Compa: 

The American Tobacco Cou) any 

Ames Company, Inc. 

The Armour Laboratories 

Amar-Stone Laboratories, Inc. 

B. F. Ascher & Company, Inc. 

Association of American University Presses 

Audio-Digest Foundation 

Ayerst Laboratories 


Baby Development Clinic 

The Baker Laboratories, Inc. 
Bard-Parker Company, Inc. 

Bauer & Black (Kendall Co.) 

W. A. Baum Company, Inc. 
Becton, Dickinson and Company 
The Bib Corporation 

Borcherdt Malt Extract Co. 

The Borden Company 

Borden Food Products Co. 

Boyle and Company 

George Breon & Company 

Bristol Laboratories, Inc. 
Bristol-Meyers Company 

Brooks Appliance Co. 

The Burdick Corporation 
Burroughs Wellcome & Co. (U.S.A.) Inc. 
Burton, Parsons & Company 


§.H Camp & Company 

Carnation Company 

Carroll Dunham Smith Pharmacal Company 
The Central Pharmacal Company 
Chemico Laboratories, Inc. 

Chicago Pharmacal Company 
Christian Medical Society 

Ciba Pharmaceutical Products, Inc. 
Clark and Clark 

The Coca-Cola Company 

The Columbus Pharmacal Company 
Coreco Research Corporation 

Corn Products Co. 


Davies, Rose & Company, Limited 
F. A. Davis Company 

Davol Rubber Company 

De Puy Manufacturing Company, Inc. 
Desitin Chemical Company 
Devereux Schools 

The DeVilbiss Company 

The Dictaphone Corp. 

Doho Chemical Corporation 

Dome Chemicals, Inc. 

Duke Laboratories, Inc. 


Eaton Laboratories 

Eisele & Company 

Electro-Physical Laboratories 
Electro-Therapeutic' Instrument Co. 
Encyclopedia Americana 
Encyclopaedia Britannica 

Endo Laboratories, Inc. 

Ethicon, Inc. 


H. G. Fisher & Co. 
C.B. Fleet Company, Inc. 
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FpucattonaL activities of Assembly registrants would not be complete without careful in- 
wstigation of the technical exhibits to be shown in Dallas. These exhibitors, all carefully 
ylected, and their representatives are eager to be of service to you. 


The Fesler Co. 

Flint, Eaton & Company 

E. Fougera & Co., Inc. 

Fuller Pharmaceutical Company 


Geigy Pharmaceuticals 

General Electric Company (X-Ray Dept.) 
General Foods Corporation 

Gerber Products Company 

Gilbert-Philip Products, Inc. 

Hugh Graham, Inc. 

Gray Pharmaceutical Co., Inc. 

Grune & Stratton, Inc. 


Hamilton Manufacturing Company 
Hanovia Chemical & Manufacturing Co. 
Health Insurance Council 

H. J. Heinz Company 

Hoffman-La Roche, Inc. 
Holland-Rantos Co., Inc. 
Hollister-Stier Laboratories 
Homemakers’ Products Corporation 


Irwin, Neisler & Company 
Ives-Cameron Company 


Jackson-Mitchell Pharmaceuticals, Inc. 
Johnson & Johnson 


Kellogg Company 

C. B. Kendall Company 

Kidde Manufacturing Co., Inc. 
Kimberly-Clark Corporation 
Knoll Pharmaceutical Company 
Knox Gelatine Company, Inc. 
Kremers-Urban Company 


Lea & Febiger 
Lederle Laboratories 
(Division American Cyanamid Company) 
Eli Lilly and Company 
R. J. Lindquist Company 
J. B. Lippincott Company 
Lloyd Brothers, Inc. 
Loma Linda Food Corp. 
P. Lorillard Company, Inc. 


McGraw-Hill Book Company, Inc. 
(Blakiston Division) 
McNeil Laboratories, Inc. 
The Macmillan Company 
Maltbie Laboratories 
(Division Wallace & Tiernan) 
Marion Laboratories, Inc. 
The S. E. Massengill Company 
Mattern X-Ray Division 
(Land-Air, Inc.) 
Mead Johnson & Company 
Medco Products Company, Inc. 
Medical Aids, Inc. 
Medical Fabrics Company, Inc. 
Medical Film Guild, Ltd. 
The Medical Protective Company 
Merck & Company, Inc. 
Merck Sharp & Dohme 
The Wm. S. Merrell Company 
Metabol’aid 
Metro Med., Inc. 
Meyers & Rosser 
Miles Reproducer Company, Inc. 
Milex Southern 
Miller Surgical Company 
Mine Safety Appliances Company 
Mission Pharmacal Co. 


The C. V. Mosby Company 


National Dairy Council 

The National Drug Company 

National Live Stock & Meat Board 
Nepera Chemical Co., Inc. 

Nordmark Pharmaceutical Laboratories 


Organon, Inc. 
Ortho Pharmaceutical Corporation 


Parke, Davis & Company 

The Pelton & Crane Company 
Pepsi-Cola Company 

Pet Milk Company 

Pfizer Laboratories 

Pharmacia Laboratories, Inc. 

Physical Medicine Products Company 
Picker X-Ray Corporation 
Pitman-Moore Company 

Wm. P. Poythress and Company, Inc. 
W. F. Prior Company, Inc. 

The Procter & Gamble Company 
Professional Life & Casualty Company 
The Purdue Frederick Company 

The Pyramid Rubber Company 


Ralston-Purina Company 

R. J. Reynolds Tobacco Company 
Reed & Carnick 

Rexall Drug Company 

The Rhinopto Company | 
Rich Company, Inc. 

Riker Laboratories, Inc. 
Ritter Company, Inc. 

A. H. Robins Company, Inc. 
J. B. Roerig & Company 
Ross Laboratories 


Sanborn Company 

Sandoz Pharmaceuticals 

W. B. Saunders Company 

Savage Laboratories, Inc. 

Schenlabs Pharmaceuticals, Inc. 
Schering Corporation 

Julius Schmid, Inc. 

The Scholl Manufacturing Co., Inc. 
G. D, Searle & Co. 

Shelley Professional Products, Inc. 
Sherman Laboratories 

Simmons Company 

Smith-Dorsey (Division of Wander Co.) 
Smith, Kline & French Laboratories 
E. R. Squibb & Sons 

R. J. Strasenburgh Co. 

The Stuart Company 

Swift & Company 


Tampax, Incorporated 

Testagar & Company, Inc. 
Tru-Eze Manufacturing Co., Inc. 
S. J. Tutag & Company 


The Upjohn Company 


U. S. Vitamin Corporation 
Van Pelt & Brown, Incorporated 


Wallace Laboratories 

Henry K. Wampole & Company, Inc. 
Warner-Chilcott Laboratories 
Warren-Teed Products Company 
Welch Allyn, Inc. 

Westwood Pharmaceuticals 
White Laboratories, Inc. 
William A. Webster Company 
Wilmot Castle Company 
Winthrop Laboratories, Inc. 
Wyeth Laboratories 


Yorktown Products Company 
F. E. Young & Company 


Zimmer Manufacturing Company 


¢ 
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THE AMERICAN ACADEMY OF GENERAL PRACTEG 


DALLAS, TEXAS, MARCH 24-2: . 
(COMBINED WITH THE DALLAS SOUTHERN CLINICAL Soci 


Make Your 
Hotel Reservation 
Early! 


ALTHOUGH there is a large number of hotels in Dallas 
and a maximum of their rooms will be available for our 
Assembly, last year’s attendance in Saint Louis, Missouri, 
indicates all rooms will be assigned by February 1, 1958. 
Make Your Reservation . . . Now! But if you are unable to 
attend, cancel early so another member may have an op- 


REMEMBER: 
} Room assignments will be made in order received. 


} Reservation requests should be sent to the AAGP Housing 
Bureau, 1101 Commerce Street, Dallas, Texas. 


> Only a few rooms available at the Hotel Statler Hilton in 
addition to those set aside for delegates and speakers. 
Delegates must make their own reservations although a 
block of rooms is reserved for them. A special form will 
be sent delegates of record. 


> Be sure to list definite arrival and departure time; names of 
all occupants of room. 


> Academy Headquarters will be at the Dallas Memorial 
Auditorium. 


} Delegates’ registration at the hotel Saturday morning, March 
22. Advance registration for members at the hotel on Sat- 
urday afternoon, March 22, and Sunday, March 23; also at 
the Dallas Memorial Auditorium on Sunday, March 23. Start- 
ing Monday morning, March 24, all registration at Dallas 
Memorial Auditorium. 


CANCEL EARLY if you cannot attend so another member 
may obtain a room. 


USE THIS CONVENIENT HOTEL RESERVATION FO 


Map of Downtown Dallas 
Showing Key Convention 
Locations 


on! 
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HOTEL 


plication 
Housing 
ommodations 


OUR CONVENIENCE in making hotel reservations for 
ming meeting of The American Academy of General 
on March 24-27, 1958, in Dallas, hotels and their 
we listed. Use the form at the bottom of this page, 
ting your first, second and third choice. Because 
limited number of single rooms available, you will 
amuch better chance of securing accommodations at 
vel of your choice if you request rooms to be occupied 
9 or more persons. All reservations must be cleared 
ch the housing bureau. All requests for reservations 
ive definite date and hour of arrival as well as definite 


approximate hour of departure. Names and addresses 
persons who will occupy rooms requested MUST be in- 


ROOM RATES 


*ADOLPHUS 


*BAKER 
CLIFFTON 

*CLIFF TOWERS 4.00- 5.50 5.50 7.00- 8.00 15.00 
COTTON BOWL 3.50 450-500. 9.00 
CREST PARK 6.00-12.00  12.00-15.00 8.00-15.00 

(Suites only) 

*DALLAS 5.00- 8.00 6.00-10.00 8.00-12.50  18.00-24.00 
HIGHLANDER 9.00 12.00 12.00 eeseece 
LAKEWOOD 4.50- 5.50 6.00- 7.00 7.00- B.00 
LAWN 4.50- 5.50 6.00- 7.00 7.00- 8.00... 
LENNOX 5.00 7.00 7.50 10.00-32.00 
LIDO 7.00-10.00 7.00- 9.00 8.00-10.00  20.00-25.00 
LOMA ALTO 4.50- 5.50 6.00- 7.00 7.00 10.00-12.50 
LYNN 5.00- 6.00 6.50- 7.50 7.00- 8.00 11.50-12.00 

*MAYFAIR 4.00- 5.00 5.00- 7.00 7.00- 8.00 7.50-12.00 
MELROSE 6.00-10.00 8.00-10.00 9.00-12.00  416.00-26.00 
MIRAMAR 4.50- 5.00 6.50- 7.00 8.50 15.00 
OAKS MANOR 6.00-10.00 7.00- 9.00 8.00-10.00  18.00-20.00 

*SOUTHLAND 4.50- 8.50 5.50- 8.50 7.50-15.00  16.50-17.50 

*STATLER HILTON 7.00-14.00  10.00-16.00 12.50-18.00  25.00-75.00 

Headquarters Hotel (Limited number of rooms available for general assignment.) 
STONELEIGH 6.00- 9.00 8.00-11.00  16.00-28.00 
TOWN HOUSE 7.00-10.00 8.50-10.00 9.00- 9.50 25.00 

*TRAVIS 5.50- 9.00 8.00- 9.00 8.00- 9.00 15.00 

*WHITE-PLAZA 5.00- 8.00 5.50-10.00 7.00-12.00  10.00-27.00 

* WHITMORE 5.00- 6.00 6.00- 7.50 8.00 10.00-20.00 
WYNNEWOOD 4.00- 6.00 5.50- 7.00 6.00- 7.00 9.50-15.00 


Housing Bureau 
101 Commerce Street 
las, Texas 


reserve the following accommodations for the A.A.G.P. Tenth Annual Scientific Assembly on March 24-27, 1958 in Dallas, Texas. 


Room Double Bedded Room Twin Bedded Room 
Room Suite Other Type of Room Rate: From $. to $. 
t Choice Hotel Second Choice Hotel Third Choice Hotel 

9 at Hotel (date). Hour AM. P.M. 
ing (date) Hour AM. P.M. 


{| NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double room or twin bedded room 
d. Names and addresses of all persons for whom you are requesting reservations and who will occupy the rooms asked for: 


State. 


If the hotels of your choice are unable to accept 
your reservation the AAGP Housing Bureau will 
make as good a reservation as possible elsewhere 
providing that all hotel rooms available have not 
already been taken. 
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$ 5.00-14.00 $ 8.50-14.00 9.00-15.00 _$20.00-40.00 
ofl 
ising } 
n in 
ha | 
will | 
s of | 
*Denotes downtown hotels. i 
‘ ALL RESERVATIONS MUST BE RECEIVED PRIOR TO MARCH 1, 1958 
| FO 
VA 
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“Frank! We really missed you!” 


You recall Frank ... just a while ago suspicious and resentful of 
his associates ... convinced they were all against him. Gradually he became 
trigger-sensitive to criticism, incensed over his wife’s supposed infidelity, J in 


full of hypochondriacal complaints and fears. Because of this 
alarming personality change, Pacatal was instituted: 25 mg. t.id. | 
Pacatal therapy saved this executive from an imminent breakdown, § he 


tid 
Op 
tic 
tre 
ca 
bi 
pr 
For patients on the brink ti 
of serious psychoses, Pacatal provides more i 
than tranquilization. Pacatal has a “normalizing” i 
action; i.e., patients think and respond emotionally 
in a more normal manner. To the self-absorbed P 
patient, Pacatal restores the warmth of human fellowship... h 


brings order and clarity to muddled thoughts... helps 
querulous older people return to the circle of family and friends. 


Pacatal, in contrast to many phenothiazine compounds 
and other tranquilizers, does not “flatten” 

the patient. Rather, he remains alert and more responsive 
to your counselling. But, like all phenothiazines, Pacatal 
should not be used for the minor worries of everyday life. 


Pacatal has shown fewer side effects than the earlier drugs; 
its major benefits far outweigh occasional transitory reactions. 
Complete dosage instructions (available on request) should be consulted. 


Supplied: 25 and 50 mg. tablets in bottles of 100 and 500. 
Also available in 2 ec. ampuls (25 mg./cc.) for parenteral use. 


back from the brink with 


Pacatal 


Brand of mepazire 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 


ACATAL Fron 
— 
Lo 
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é 
= 
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Trends and Events in the Nation’s Capital 
From GP’s Special Washington Correspondent 


“Leaded” Medical Legislation 


LEGISLATION RELATED—directly or indirectly—to medi- 
cal services is plentiful in Congress so far this year. 
When this appears in print, the session on Capitol 
Hill will be well this side of the halfway mark, but 
already House and Senate committees are considering 
bills on these subjects : 

Social security coverage of physicians. 

Amendment of military dependents’ medical care 
(Medicare) law. 

Tax-deferred retirement plans for the self-employed 
in professions and business. 

Authorization of a national conference on problems 
of aging. 

Federal subsidies for schools of medicine and public 
health. 

In addition, the House Committee on Appropria- 
tions is in the midst of consideration of the proposed 
operating budgets for Department of Health, Educa- 
tion and Welfare, armed forces and Veterans Adminis- 
tration, all of which contain substantial sums for medi- 
cal care and hospitalization. The final actions on these 
budgets will not only determine the scope of internal 
programming but also influence such “outside” activi- 
ties as medical research grants to hospitals and teaching 
institutions, compensation of private physicians for 
care of veterans and military dependents, financial sup- 
port of hospital construction and state grants for re- 
habilitation of the physically handicapped. 

Although “missile” is the key word in Congress this 
year, health legislation is getting its share of attention. 
The Proxmire, Forand and other bills stretching social 
security benefits to include “free” hospitalization and 
surgical care will draw much popular support in an 
election year. So will proposals to make income tax 
allowances for dependents’ expenses laid out for 
higher education, including medical training. Also, the 
quantity of bills designed to increase numbers of candi- 
dates for careers in science will inevitably have a bear- 
ing on federal participation in medical education and 
research. 


Special Liquor Tax 


The hospital that makes a charge for liquor furnished 
to paticnts is a retail dealer, as far as tax purposes are 
concerned. 

In late January, the Internal Revenue Service ruled 
that hospitals and other institutions that make charges 
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for spirits are subject to the $50 special annual tax 
authorized in Section 5121 of the Internal Revenue 
Code of 1954. 

Regulations provide that the tax shall be waived if 
“no specific or additional charge is made for the 
liquors so furnished,” the ruling stated. 


Doctor Draft: 1950-57 


Selective Service System has made its final statistical 
report on workings of the doctor-draft law, which was 
on federal statute books between September, 1950, and 
June, 1957. 

The Army, Navy and Air Force called on Selective 
Service to supply 12,031 physicians, 4,960 dentists 
and 118 veterinarians. Year of greatest activity was 
1952-53, at height of warfare in Korea, when armed 
services requisitioned 4,930 doctors of medicine and 
2,789 dentists. 

Records show that a total of 83 special registrants 
elected to be inducted as privates, rather than receive 
commissions in the reserve. The report makes no 
mention of those who went into the courts to fight in- 
duction. 

When the doctor-draft law terminated on June 30, 
1957, Selective Service rolls carried names of 192,283 
special registrants in the U.S. and territories. Physi- 
cians numbered 134,718; dentists, 47,302, and veteri- 
narians, 10,263. 


Occupational Safety Meeting 


A registration of more than 4,000 is anticipated for ° 
the President’s Conference on Occupational Safety to 
be held in Washington March 25-27. Medical topics 
will occupy a prominent place on the program, princi- 
pally at a workshop on March 26 having the theme, 
“The Doctor and Nurse Contribute to Safety and 
Health.” 

Dr. Leo J. Wade, medical director of Esso Standard 
Oil Co. of New York City, will be moderator of this 
workshop. Panelists will include Dr. Marvin L. Amdur, 
of the Buffalo Industrial Medical Center, and Edna 
O’Connor, Cincinnati nurse. 

Another workshop on “Radiation, a Controllable 
Hazard” will have as panelists experts from Atomic 
Energy Commission and National Bureau of Standards. 


More Clinical Testing 


The Federal Trade Commission is making greater 
use of clinical testing in its surveillance of advertising 
claims for vitamin compounds, medicinals and thera- 
peutic appliances. 
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are you interested in a low-fat 
quick and lasting energy breakfast? 


When a reduction of fat in the diet is indicated in 
the morning meal, the fat calories can be replaced 
by those of low-fat content yet providing well- 
balanced nourishment and quick and lasting energy 
throughout the morning hours. 

The Iowa Breakfast Blood Sugar Studies proved 


that a basic cereal and milk breakfast providing 
about 20 gm. mixed plant and animal protein 
(cereal and milk) provided quick and lasting energy 
throughout the early and late morning hours. As 
shown in the table below this morning meal is /ow 
in fat and provides well-balanced nourishment. 


basic cereal low-fat of 
breakfast pattern basic cereal breakfast pattern 
Orange juice, fresh, % cup, CALORIES....... 502 VITAMIN A...... 600 1.U. 
Cereal, dry weight, 1 0Z., PROTEIN......... 20.5 gm THIAMINE........ 0.46 mg 
with whole milk, % cup, and sugar, 1 tsp., ve = 
Bread, white, 2 slices, with butter, 1 tsp., CALCIUM... 0.532 oo ASCORBIC ACID. 65.5 st 
Milk, nonfat (skim), 1 cup, 2.7mg. CHOLESTEROL... 32.9 mg. 
black coffee 


Note: To further reduce fat and cholesterol use skim milk on cereal 
which reduces Fat Total to 7.0 gm. and Cholesterol Total to 16.8 mg. 
Preserves or honey as spread further reduces Fat and Cholesterol. 


Bowes, A. deP., and Church, C. F.: Food Values of Portions Commonly Used. 8th ed. Philadelphia: A. deP. Bowes, 1956. 
Cereal Institute, Inc.: The Nutritional Contribution of Breakfast Cereals. Chicago: Cereal Institute, Inc., 1956. 

Hayes, O. B., and Rose, G. K.: Supplementary Food Composition Table. J. Am. Dietet. A. 33:26, 1957. 

Cereal Institute, Inc.: A Summary of the Iowa Breakfast Studies. Chicago: Cereal Institute, Inc., 1957. 


CEREAL INSTITUTE, INC. 135 South LaSalle Street, Chicago 3 


A research and educational endeavor devoted to the betterment of national nutrition 
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In the past, it has been FTC policy to rely almost 
exclusively upon the statements of medical experts for 
evaluation of proprietary drugs sold on an over-the- 
counter basis. But a change in practice has been 
dictated by the rising tendency of drug promoters to 
exploit clinical tests. 

“In many instances,” says the commission, “‘ad- 
vertisers seize upon preliminary favorable scientific re- 
ports, published or unpublished, and make them the 
basis for extensive advertising campaigns. Authorities 
ina particular field, when contacted, may characterize 
the reports as inadequate, preliminary and inconclu- 
sive; but, having had no actual experience with the 
product in question, they are unable to state categori- 


‘cally that the claims based upon the preliminary re- 


ports are false. 

“Under such circumstances, the only hope of ac- 
curate appraisal, and, where necessary, effective regu- 
lation of the advertising, is to have the products tested 
clinically.” 

As a result of this realization, Federal Trade Com- 
mission is broadening its contacts with private prac- 
titioners and hospitals throughout the country to secure 
their cooperation in clinical testing of drug products. 


Also see the AMA Washington Report, opposite page 
244. 


AAGP Director Visits Members of Puerto 
Rico Academy of General Practice 


ACADEMY MEMBERS in Puerto Rico were contacted by 
Dr. Carleton R. Smith, Peoria, Ill., when the M.S. 
Stockholm made a port call at San Juan during the 
recent postgraduate medical seminar cruise arranged 
by the North Carolina chapter. 

Dr. Smith, a member of the Board of Directors of 
the American Academy of General Practice, spent a 
half day with Dr. Fernando Vallecillo, Jr., of Rio 
Piedras, president of the Puerto Rico chapter of the 
Academy, and Dr. Manuel Rodriguez Ema of Santurce, 
an active and influential chapter member. 

Dr. Vallecillo also is in the house of delegates of 
the Medical Association of Puerto Rico and on some 
important committees. He will be president this year 
of the Section on General Practice of the Puerto Rico 
Medical Association. 


A Visit with Puerto Rican Members —Board Member Carleton R. Smith, 
Peoria, Ill. (center) calls on Dr. Fernando Vallecillo, Jr. of Rio 
Piedras (left), president of the Puerto Rico chapter, and Dr. Manvel 
Rodriguez Ema of Santurce. 


GP warch 1958 


The trio of physicians made rounds at Dr. Rod- 
riguez Ema’s 40-bed hospital. Dr. Smith noted that 
Dr. Rodriguez Ema and his neighborhood doctors have 
a very extensive practice and are doing some fine work 
there. He particularly noticed the high grade and 
conscientious type of practice that is being carried on 
at the hospital. 

The postgraduate cruise aboard the M.S. Stockholm 
featured several hours of lectures presented daily by 
faculty of Jefferson Medical College of Philadelphia. 
Academy members, Dr. Amos Johnson of Garland, 
N. C. and Dr. Frank R. Braden of Corapolis, Pa., have 
been instrumental in arranging the programs for these 
cruises. 


Sixty Per Cent of Canadian College's 
Members Are Under 45 Years of Age 


THREE out of five members of the College of General 
Practice of Canada are under 45 years of age, according 
to an analysis from the college’s official publication, 
The Bulletin. 

Furthermore, it has been found that of the 1,600 
members, 86 per cent are under 55 years of age and 
nearly 25 per cent are under 35 years of age. 

The article shows that there is some variation from 
province to province in Canada but the figures for each 
are largely comparable. 

In the Maritimes, 85 per cent are under 55 years old 
and half are under 45 years of age. In Ontario and the 
Prairie provinces there is the same proportion under 
age 55 with three-fifths under 45. The respective age 
groups show even higher percentages in Quebec where 
90 per cent are under 55 years of age and 69 per cent 
are under 45 years. In British Columbia 95 per cent 
of College members are under 55 years old with three- 
fifths of them under 45. 
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Now... 
triple 
protection 
for your > 
patient 


ar 


JELLY 


The preferred LANTEEN diaphragm and jelly 
technique of contraception affords extra benefits to 
patients susceptible to trichomonas reinfestation 
and moniliasis. LANTEEN jelly is not only spermi- 
cidal, but also trichomonastatic and moniliastatic. 
No need to change to condom method. No extra cost. 


_LANTEEN contraceptive jelly enables all your patients to use continuously the 
safest conception control method. Even your problem patients do not have to 
interrupt the diaphragm-jelly technique. The evident increase in the incidence 
of moniliasis suggests the use of a contraceptive that has been shown in the 
laboratory to be moniliastatic. Also, LANTEEN jelly’s proven activity against 
trichomonas can aid in preventing reinfection with this organism by the 
male partner. Write for complete details of LANTEEN’s triple protection. 


NOTE: LANTEEN JELLY IS NOT A TREATMENT FOR CLINICALLY ACTIVE MONILIASIS OR TRICHOMONIASIS 


LANTREN JELLY CONTAINS RICINOLEIC acip 0.50%, HEXYLRESORCINOL 0.10%, CHLOROTHYMOL 0.0077%, 
SODIUM BENZOATE AND GLYCERIN IN A TRACACANTH BASE, DISTRIBUTED BY CEORCE A. BREON & COMPANY, 
1450 sroapway, New york 18, nN. y. (IN CANADA: BE. & A. MARTIN RESEARCH LTD., 20 RIPLEY AvE., 
TORONTO, CANADA) MANUFACTURED BY ESTA MEDICAL LABORATORIES, INC., CHICAGO 38, ILLINOIS. 


Prescribe LANTEEN JELLY for comprehensive conception control. 
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fees for General Practitioners Rise 
13.3 Per Cent Above Those of Surgeons 


Iv THE PAST 20 years general practitioners’ fees in- 
creased 13.3 per cent over surgeons’ fees, according to 
a recent report in the Monthly Labor Review. 

During this same period hospital costs rose most 
sharply over physicians’ fees. 

The article on medical care costs, prepared by a 
Bureau of Labor Statistics employee, lists the following 
increases between 1936 and 1956: hospital room rates, 
246.8 per cent; dentists’ fees, 82.1 per cent; general 
practitioners’ fees, 72.8 per cent and surgeons’ fees, 
59.5 per cent. 

In the same 20-year period, the report showed that 
medical care costs generally have lagged behind costs 
for food and personal care. The report also made the 
following observations : 

“With the higher level of living attained in 1950, 
relative expenditures for medical care tended to in- 
crease as incomes increased, as is usually true of items 
considered as ‘necessities’ in the family budget. The 
fact that this pattern has begun to appear in the spend- 
ing of workers’ families indicates the high order of im- 
portance they place on medical care. . .” 


International Surgeons Recognize Value 
Of General Practice; Special Panel Planned 


A PANEL ON “Surgical Emergencies,” particularly di- 
rected to members of the American Academy of Gen- 
eral Practice, has drawn a significant spot in the 11th 
biennial international congress of the International 
College of Surgeons meeting early this month in Los 
Angeles in conjunction with the 23rd annual congress 
of the North American Federation. 

A group of outstanding men will comprise the panel 
on “Surgical Emergencies” with Dr. Ross T. McIntire, 
executive director of the International College of Sur- 
geons, serving as moderator. Dr. George B. Lull, the 
retiring general manager of American Medical Associa- 
tion, will open the discussion. 

The surgeons’ meeting will be held March 9-14 at 
The Ambassador Hotel. 


Pharmaceutical Industry Had Its Highest 
Sales, Earnings and Dividends in 1957 


A RECORD YEAR in sales, earnings and dividends was 
reported by the pharmaceutical industry in this 
country at the close of 1957. 

Even though last year marked the highest sales, 
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earnings and dividends in the industry’s history, an 
increase of 5 to 10 per cent in business is forecast this 
year by John E. McKeen, president of Chas. Pfizer & 
Co., Inc. 

Mr. McKeen based his prediction on four factors: 
new products resulting from the industry’s largest in- 
vestment in research, the increasing significance of 
overseas business, the rise in world population and 
increased world-wide disposable income. 

In 1958, companies with energetic research and 
marketing programs are expected to have profits above 
those of last year while others may find themselves 
caught in the profit squeeze, he added. 

While some industries appeared to be experiencing 
a slowdown during the latter months of 1957, the 
pharmaceutical industry continued its high level of 
research spending, averaging 5 to 6 per cent of annual 
sales, compared with an average of 1 per cent for all 
industry. 

Of the two basic drug categories, the ethical segment 
is about four times as large as the proprietary field. 


Academy Member Stars as Volunteer 
High School Football Line Coach 


Dr. Wim Harvey Hunter of Clemson, S. C. 
epitomizes not only an active Academy member but a 
community leader who has exerted considerable influ- 
ence on young people. 

Member Hunter, a former Clemson Tiger football 
guard, serves as line coach for the Daniel (Clemson, 
S. C.) High School free of charge. He gives all the 
boys free medical care and has convinced the parents 
that a boy participating in supervised athletics at 
school has less chance of being injured than one who 
plays outside of school without supervision. 

Head Coach Howard Bagwell credits Dr. Hunter 
with getting the Daniel Lions, a team which wasn’t 
expected to win over half its games at the beginning 
of the season, to the Upper State Class A champion- 
ship game. 

Dr. Hunter, however, said he had lots of coopera- 
tion. For instance, the school arranged practice an 
hour later so Dr. Hunter could be there. His associate 
doctors in Clemson help with his appointments. Pa- 
tients come to the practice field and he treats them on 
the sidelines or in the locker room. 

In addition to an active role in local Academy func- 
tions and serving as football line coach, Dr. Hunter is 
district chairman for health and safety of the Boy Scouts 
of America in Oconee County. In 1956 he was hon- 
ored by the Clemson Junior Chamber of Commerce 
as “The Man of the Year.” 
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SANBORN VISETTE 
Jou 
electrocardiograph full 
Wri 
Everything you need for taking an accurate, permanent, directly- . 
recorded electrocardiogram is now available in a “package’’ the = 
size of a portable typewriter, and that weighs only 18 pounds! Stal 
This is the new Model 300 VISETTE — a completely modern, ger 
transistorized ECG recently introduced by Sanborn Company. di 
The unique design has made possible for the first time a clinically S 
accurate instrument that is fruly compact and fully portable. me 
By actual use — in your own examining room, in your patient’s bor 
home, at a hospital — you can discover the Visette’s value and we 
portability. Convenience of use, greater ease of operation — and 
even simpler, faster servicing, should the need arise — comprise Tec 
the design concept of this new Sanborn instrument. An 
A comprehensive folder describing the Model 300 VISETTE ie 
electrocardiograph is available on request. Or call the Sanborn 
Company Branch Office or Service Agency in your locality for a for 
demonstration in your office — to see for yourself the advantages Pit 
of owning the ECG that “brings ‘cardiography to your patient.” oii 
rec 
Model 51 Viso-Cardiette is also pr 
available for those who prefer a larger, heavier (34 Ibs.) D 
instrument — $785.00, delivered. Many doctors use j 
“51 Viso” in the office and the Visette on “cardiograph calls.” Cl 
as 
i SANBORN COMPANY H 
MEDICAL DIVISION al 
175 Wyman Street, Waltham 54, Mass. fo 
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Hedical News in Small Doses: 


THE NEW PSYCHIATRIC SERVICE of New Haven (Connecti- 
cut) County Jail for older adolescents and young adults 
yas the inspiration of Dr. Frank Mongillo, Academy 
member from New Haven. Dr. Mongillo, attending 
physician at the jail, proposed that such a service 
for 16 to 25-year-olds of both sexes would be the best 
deterrent to adult lives of crime. Nearly 800 in this 
age group are sent to the New Haven jail each year. 
It is believed that this is one of the first such projects 
ina county jail. .. . Acquisition of the entire product 
line and production facilities of the Bib Corporation, 
Lakeland, Fla., by the Pablum Products Division of 
Mead Johnson & Company is expected to be finalized 
on April 1. The Bib Corporation produces natural 
fruit juices especially prepared for infants and children. 
... Academy Member Joseph S. Devitt, new president- 
elect of the Medical Society of Milwaukee (Wisconsin) 
County, was a speaker during the January 27-29 Con- 


gress on Industrial Health in Milwaukee. The Wiscon- 
sin chapter was one of three medical groups cooperat- 
ing with the AMA in conducting the meeting. ... 
Medicine is represented on the advisory board which 
has been set up to handle Columbia University’s science 
writing program to be financed by a pilot grant from 
the Alfred P. Sloan Foundation. The program, to be 
presented through Columbia’s Graduate School of 
Journalism, will provide, at present, for four to five 
full fellowships a year to selected young reporters and 
writers. Contributor Alfred P. Sloan says large scale 
scientific development depends on public under- 
standing made possible only if scientific news is intelli- 
gently and fully reported. ... Midwinter magazine 
edition of the Los Angeles Times featured Academy 
member, Dr. Jo Ann Taylor (age 36), holding her new- 
born grandson. Dr. Taylor married young, then at- 
tended medical school, one of the first women to 
receive her degree from Harvard Medical School. 
Among other positions, Dr. Taylor heads the educa- 
tion committees of the local cancer society and Cali- 
fornia Academy of General Practice. . . . University of 
Pittsburgh Chancellor Edward Litchfield, has appointed 
an 1l-member board of visitors to study and make 
recommendations for improvement of the academic 
programs of the university’s five health schools. .. . 
Dr. Stuart M. Sessoms, former assistant director of the 
Clinical Center at National Institutes of Health, is now 
assistant director of National Cancer Institute. .. 
Health Insurance Institute reported at year-end that 
arecord 123 million Americans were covered by some 
form of health insurance. Seventy-five per cent had 
hospital and doctor bill protection. 
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when the patient's | 
cold or ‘flu 
is complicated 
by bacterial 
infection 


e combats secondary 
bacterial invasion 


Each Novahistine with Penicillin Capsule contains: 
Phenylephrine hydrochloride... .... 10.0 mg. 
Prophenpyridamine maleate ....... 12.5 mg. 


Penicillin G Potassium....... 200,000 units 
for potent antibiotic action when 


penicillin-susceptible bacteria are 
PITMAN-MOORE comPANY 


‘24 Division of Allied Laboratories, Inc. 
Indianapolis 6, Indiana 
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Greater comfort. 


for postoperative 


and postpartum patients 


abdominal distention and urinary retention 


can often be prevented or promptly relieved 


—with less need for uncomfortable enemas and catheters 


Urecholine. 


thloride 
(Bethanechol Chloride) 


‘Urecholine’ helps restore normal function after surgery and childbirth 
by increasing the muscular tone of the gastrointestinal and urinary 
tracts. Postoperative “gas” pains can frequently be prevented or 
promptly relieved—with less need for uncomfortable enemas, intuba- 
tion, and suction apparatus. Micturition is facilitated—without the 
discomfort and risk of infection inherent in catheterization. 
Administration and dosage: may be given prophylactically or 
therapeutically after surgery or childbirth. Usual oral dosage: 


10 to 30 mg. three or four times daily. Usual subcutaneous 
dosage: 5 mg. three or four times daily. 


Other indications: gastric atony and retention following vagotomy 
and other surgical procedures; chronic functional urinary 
retention due to atony without obstruction; megacolon, including 
congenital megacolon (Hirschsprung’s disease); certain cases of 
paralytic ileus; to counteract side effects of antihypertensive 
ganglionic blocking drugs. 


Supplied: 5 mg. and 10 mg. tablets, bottles of 100; 
l-cc. ampuls containing 5 mg. 
Urecholine is a trade-mark of MERCK & CO., Inc. 


(5 MERCK SHARP & DOHME, pivision OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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patients 


wit 
colds 
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appreciate the Novahistine LP effect 


because they get relief 


in a few minutes 


this relief continues Py, 
for as long asi2 hours 


after a single dose of 2 . > tablets 


Each tablet contains: 


Supplied in bottles of 50 tablets. 


PITMAN-MOORE COMPANY 
Division of Allied Laboratories, Inc. 
indianapolis 6, Indiana 
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Phenylephrine hydrochloride... . . 20 mg. 
Chlorprophenpyridamine maleate 4 mg. 
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and...in C0) UUs 
useless, exhausting 


Novahistine-DH™ 


(fortified Novahistine with dihydrocodeinone) 


When “head colds” become “chest 
colds” Novahistine-DH promptly 
controls coughs and keeps air pas- 
sages of both head and chest clear 
of obstruction. 


Each teaspoonful (5 ce.) of grape-flavored 
Novahistine-DH contains: 


Phenylephrine hydrochloride... .. . 10 mg. 
Prophenpyridamine maleate. ...... 12.5 mg. 
Dihydrocodeinone bitartrate........ 1.66 mg. 
Chloroform (approx.)............. 13.5 mg. 


Supplied in pint and gallon bottles. 
*Trademark 


PITMAN-MOORE CoMPANY 
DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS 6, INDIANA 
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CONTINUED FROM PAGE 35 


On the Calendar 


*Apr. 9-11. University of Nebraska, sixth annual pos! .:aduate 
assembly and Poynter lecture on recent adyaices in 
clinical medicine, Omaha. 

*Apr. 11-12. Valley Children's Hospital, Spring Clinics of Val. 
ley Children’s Hospital, Fresno, Calif. (14 hrs.) 

*Apr. 12-16 .College of General Practice of Canada, second an- 

_nual business and scientific assembly, Royal Alexandra 
Hotel, Winnipeg, Manitoba. 

*Apr. 14-16. Minnesota chapter, clinical reviews, Mayo Civic Ay. 
ditorium, Rochester. (21 hrs.) 

*Apr. 14-16. Kansas University, symposium on anesthesiology, 
Kansas City, Kan. (18 hrs.) 

*Apr. 14-18. University of Michigan, review course in diseases 
of the heart, University Hospital, Ann Arbor. 

Apr. 14-19. Gill Memorial Eye, Ear and Throat Hospital, 3] st 
annual spring congress in ophthalmology, otolaryngol- 
ogy and allied specialties, Roanoke, Va. 

*Apr. 16-17. Indiana chapter, annual meeting, Murat Temple, In- 
dianapolis. 

*Apr. 17-19. University of Michigan, review course in otolaryn- 
gology, University Hospital, Ann Arbor. 

*Apr. 18. Kansas University, inter-professional symposium on 
rabies, Kansas City, Kan. (6 hrs.) 

*Apr. 21. St. Louis University, course in orthopedics, Firmin 
Desloge Hospital, St. Louis, Mo. (6 hrs.) 

*Apr. 21-22. Tennessee chapter, annual meeting, New Civic Au- 

ditorium, Gatlinburg. 

Apr. 21-23. American College of Obstetricians and Gynecolo- 
gists, meeting, Los Angeles. 

*Apr. 21-23. University of Michigan, review course in ophthal- 
mology, University Hospital, Ann Arbor. 

*Apr. 21-26. University of Michigan, review course in electro- 
cardiographic diagnosis, University Hospital, Ann Ar- 
bor. 

*Apr. 23-25. Kentucky chapter, annual meeting, Brown Hotel, 
Louisville. 

Apr. 23-26. Greater Miami Heart Association, fifth biennial 
cardiovascular seminar, Miami, Fla. 


. *Apr. 24-25. Utah chapter, annual meeting, Hote! Utah, Salt Lake 


City. 

*Apr. 28—May 2. University of Michigan, review course in al- 
lergy, University Hospital, Ann Arbor. 

Apr. 28-May 2. American College of Physicians, 39th annual 
meeting, Atlantic City, N. J. 

*Apr. 28—-May 2. New York University-Bellevue Medical Center, 
course on culdoscopy, New York City. 

Apr. 30-May 2. Memorial Center for Cancer and Allied Diseases, 
Pediatric Department, comprehensive course in pedi- 
atric oncology, New York City. 

*May 1-4. Hawaii chapter, annual meeting, Honolulu. 

*May 1-Oct. 30. Kansas University, correspondence course in 
interpretation of electrocardiograms, 26 weekly lessons, 
Kansas City, Kan. (13 hrs.) 

*May 3-4. Kansas chapter, annual meeting, Town House Hotel, 
Kansas City, Kan. 

*May 4. St. Lovis (Missouri) chapter, spring symposium, Chase 
Hotel, St. Louis. (4 hrs.) 

*May 5-9. University of Michigan, review course in recent ad- 
vances in therapeutics, University Hospital, Ann Arbor. 

*May 7. University of Nebraska, third annual Trauma Day, 
Omaha 


*May 7-8. University of Michigan, review course in neurology, 
clinical, University Hospital, Ann Arbor. 

*May 8-9. University of Nebraska, allergy conference, Omaha. 

*May 8-11. Virginia chapter, annual meeting, The Cavalier Hotel, 
Virginia Beach. 

*May 21-24. Pennsylvania chapter, annual meeting, Penn-Shero- 
ton Hotel, Pittsburgh. 
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News from the State Chapters 


A PROPHETIC WARNING not to underestimate Russian 
scientific prowess was given members of the Illinois 
chapter by honored guest, Dr. Edwin S. Hamilton, 
when he spoke at their recent tenth anniversary meet- 
ing in Springfield. Dr. Hamilton, chairman of the 
hoard of trustees of the AMA, recently returned from 
a tour of Russia. His firsthand opinions on life be- 
hind the Iron Curtain were given authenticity by re- 
cent Soviet achievements, including the launching of 
the first Sputnik shortly after Dr. Hamilton’s speech. 

Despite an Asian Flu epidemic in Illinois, some 702 
members met for the four-day meeting to hear a total 
of 18 scientific lecturers from nine states. The Spring- 
field State Armory, where the meeting and program 
were held, housed more than 70 technical and scientific 
exhibits. 

In addition to the lectures and exhibits, members of 
the state’s congress of delegates were busy with official 
business of their own. They selected Dr. Robert FE. 
Heerens of Rockford as new president-elect and in- 
stalled Dr. A. I. Doktorsky of Chicago as president. 
(See cut.) Dr. Doktorsky has served the Illinois chapter 
as chairman of the commission on education, chairman 
of the board of directors and speaker of the Illinois 
congress of delegates for two terms. He succeeds Dr. 
0. A. Phipps of Manteno, who is a member of the 
Academy’s Commission on Legislation and Public 
Policy. 

Elected to serve as vice president was Dr. Clinton A. 
Swickard of Charleston. 

Elected by the congress to serve three-year terms 
as directors were: Dr. Robert Fonner of Chicago, Dr. 
Gerard J. A. Dundon of Columbia and Dr. Maynard I. 
Shapiro of Chicago. (See cut.) The board of directors 
chose Dr. J. R. Burnett of Effingham as its chairman. 

Dr. Carleton R. Smith of Peoria, a member of the 
American Academy’s Commission on Education, was 
chosen to represent Illinois as a national delegate. Dr. 
Smith is also a former president of the Illinois chapter. 

Alternate delegate to the national Assembly is Dr. 
O. A. Phipps. 

The congress elected Dr. Richard V. Kochanski, 
Chicago, as speaker of the congress of delegates. 

The social highlight of the convention was a dinner 
dance where members, wives and guests were enter- 
tained by several professional acts and danced to the 
music of Chuck Foster and his orchestra. (See cut.) 

» Newly-installed president of the Delaware chapter 
is Dr. Roger Bernard Thomas, Richardson Park, (see 
cut) who took office December 7 at the sixth annual 
state meeting held at the Hotel duPont, Wilmington. 
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Prexies Entertain Guests—Z/linois members played host to several 
distinguished guests and neighboring chapter presidents at their 
recent tenth anniversary meeting. Shown left to right are: Drs. Robert 
E. Heerens, Rockford, new president-elect; Theodore J. Nereim, Madi- 
son, Wis., president of the Wisconsin chapter; A. \. Doktorsky, 
Chicago, new chapter president; Edwin $. Hamilton, Kankakee, 
chairman of the AMA board of trustees; O. A. Phipps, Manteno, 
retiring state president and Donald Kast, Des Moines, Iowa chapter 


Prairie State Board of Directors—Assembled at the Illinois chapter 
meeting were the following board members (left to right, front row): 
Drs. George S. Schwerin, O. A. Phipps, A. I. Doktorsky, J. R. Burnett, 
Seth E. Brown, Robert Heerens and Richard V. Kochanski. (Back 
row, left to right). Drs. Carl Sandburg, Clinton A. Swickard, John 
C. Smith, Franz S. Steinitz, Maynard |. Shapiro, Harry Marchmont- 
Robinson, Allison Burdick, Sr., J. G. Gustafson and Robert Holcombe. 


Social Highpoint— Illinois members, their wives and friends enjoy- 
ed professional entertainers and dancing to Chuck Foster’s Orches- 
tra at the dinner dance which was the social climax of their tenth 
anniversary meeting. 


Outgoing president, Dr. Elton Resnick, Wilmington, 
was presented a certificate by the group for his service 
to the organization. 

Dr. Italo Charamella, Wilmington, is the new presi- 
dent-elect. Vice presidents are Dr. G. William Martin, 
Jr., Wilmington, and Dr. Richard W. Comegys, Clay- 
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To Head Delaware Chapter—Jnstalled at Delaware’s recent annual 
session was President Roger B. Thomas, second from right. With 
Dr. Thomas are Academy President Malcom Phelps, left; Dr. |. 
Charamella, president-elect (second from left), and Dr. Elton Resnick 
(right), outgoing president. 


ton. Dr. Henri F. Wendel, New Castle, was elected 
secretary and Dr. Leroy R. Kimble, Wilmington, is the 
new treasurer. 

Delegates to the national Assembly are Dr. Marjorie 
E. Conrad, Wilmington, and Dr. Martin B. Pennington, 
Wilmington. Their alternates are Dr. Joseph J. Davo- 
los, Wilmington, and Dr. James W. Kerrigan, Clay- 
mont. 

Speaking at the banquet for the concluding session 
was Dr. Louis Krause, clinical professor at the Uni- 


versity of Maryland, who spoke on a doctor’s \ ewpoint 
of the religious significance of the Christmas story to 
those of both the Christian and Jewish faiths. 

Another speaker at the banquet was Mayo: Eugene 
Lammot of Wilmington who welcomed mem/ers and 
guests and praised the chapter for its contribution to 
community health. 

Dr. Malcom Phelps, El Reno, Okla., Academy pres- 
ident, was among the many guests attending the meet. 
ing. Three chapter presidents from adjoining states 
also attended: Drs. Ethan L. Trexler, Fleetwood, Pa; 
Archie R. Cohen, Clear Springs, Md. and Richard R. 
Chamberlain, Maplewood, N. J. 

Members heard Dr. Donald S. Searle, medical 
director of Burroughs-Welcome and Company, report 
on current progress and treatment in leukemia and 
cancer cases. Dr. J. A. Hubata, medical director of the 
Armour Laboratories, Kankakee, spoke to the group in 
opposition of the theory that high-fat diets cause 
cholesterol-clotting and heart attacks. 

Other speakers at the meeting were Dr. Nathan E. 
Silbert of Chelsea, Mass. and Dr. Edgar W. Young of 
Kalamazoo, Mich. 

Chairman of the committee for scientific exhibits for 
the program was Dr. Leonard A. Hershon. Banquet 
chairman was Dr. Martin B. Pennington and chairman 
of the program committee was Dr. Harry Taylor. 
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p> Guest speaker, Dr. Ray- 
mond W. Gifford, Jr., of 
Rochester, Minn., enter- 
tained North Dakota chap- 
ter members at their recent 
scientific meeting with ac- 
counts of his experiences 
as assistant physician to 
Congress while he was in 
the Navy. 
| At the chapter session in 
Dy. Alan K. Johnson, Wil. Valley City, members in- 
listo, left, is congratulated stalled Dr. Alan K. John- 
upon his installation as son, Williston, as president 
president of North Dakota of the group. (See cut) They 
elected Dr. David G. Jaehn- 
lake. ing, Wahpeton, vice presi- 
dent and Dr. Richard D. 
Nierling, Jamestown, secretary-treasurer. 

Outgoing President James Mahoney, Devils Lake, 
briefly addressed some 50 members, wives and guests 
at the evening banquet. (See cut.) 

Also elected at the business meeting following the 
scientific part of the program were new members 
of the board of directors. They are Drs. Duane F. 
Pile of Crosby, Bruce Boynton of Grafton and William 
M. Buckingham of Elgin. (See cut on page 241.) 


Dakotans Attend Banquet—Members, wives and special guests at- 
tending the recent annual meeting of the North Dakota chapter are 
shown at the banquet in Valley City. 


Among the guest speakers were: Drs. James V. 
Miles, Jamestown, N. D.; John S. Gillam, Fargo, 
N. D.; Donald E. Olson, Fargo, N. D.; Miland E. 
Knapp, Minneapolis, Minn. and Ray W. Gifford, Jr. 
> Two full days will be devoted to scientific sessions 
at Pennsylvania chapter’s tenth annual scientific 
meeting in Pittsburgh, May 21-24. 

The sessions will be spent in discussions on ob- 
stetrics, surgery, pediatrics, medical economics and 
endocrinology. 

Physicians who will speak at the meeting include: 
Dr. M. Edward Davis, University of Chicago; Dr. 
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in Official Posts—Among North Dakota’s newly selected officials 
are: (seated left to right) Ors. Alan K. Johnson, president, and 
Richard D. Nierling, secretary-treasurer. Also shown are members of 
the board of directors, standing left to right: Drs. R. W. Henderson, 
Bismarck; William M. Buckingham, Elgin, and Duane F. Pile, 
Crosby. 


Morton G. Potter, Buffalo, N. Y.; Dr. Leslie E. Morris 
of the Institute of Research, Montefiore Hospital, 
Pittsburgh; Dr. H. William Clatworthy, Jr., Children’s 
Hospital, Columbus, Ohio; Dr. Edward H. Rynearson, 
Rochester, Minn. and Dr. I. Arthur Mirsky of the 
University of Pittsburgh. 

Speakers scheduled for the luncheon meeting are: 
Dr. Kenneth B. Babcock, director of the Joint Com- 
mission on Accreditation of Hospitals; Dr. John G. 
Walsh, member of the Academy’s Commission on 
Hospitals and Mr. Charles E. Nyberg, Academy execu- 
tive assistant, Kansas City, Mo. 

Selected to speak on medical economics during the 
sessions will be: Mr. Theodore Wiprud, executive 
director, Medical Society of the District of Columbia, 
Washington, D. C.; Mr. Ned Parrish, assistant execu- 
tive director of Blue Shield, Chicago and Mr. Edwin 
Jerome Faulkner, member of the Health Insurance 
Council, Lincoln, Neb. 
> About 200 members, wives and friends attended the 
St. Louis (Missouri) chapter’s recent installation of 
officers, held at a dinner dance in the Chase Hotel. 

Dr. Walter C. Gray was installed as president of the 
group. Dr. Gray’s many civic activities include being 
chairman of the St. Louis chapter’s Patch Testing 
Committee, which, in cooperation with the Tuber- 
culosis and Health Society and the County Health 
Department, has for the past several years conducted 
programs in county schools in an effort to detect 
tuberculosis in school children. 

The new’ president succeeds Dr. Walter T. Gunn, 
who was presented a plaque in appreciation of his 
service during the past year. 
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Dinner Dance Installation—The St. Louis (Missouri) chapter re- 
cently installed new officers for the year at its dinner dance held at 
the Chase Hotel. Shown here, left to right, are: Drs. Vern E. 
Michael, freasurer; &. V. Henschel, secretary; Walter C. Gray, 
president; Eugene W. Hall, vice president and Charles A. Molden, 
president-elect. 


Other officers installed at the dinner dance included 
(see cut): Drs. Charles A. Molden, president-elect; 
Eugene W. Hall, vice president; Eugene V. Henschel, 
secretary and V. E. Michael, treasurer. 

New board members are Drs. John M. Collins, 
Robert G. Hughes and L. C. Welsh. 

Another member honored during the evening was 
Dr. Norton J. Eversoll who was presented with gold 
cuff links bearing the Academy’s official seal, given in 
recognition of his achievements during past years as 
editor of News and Views, the St. Louis chapter’s 
official publication. 
p> The Harris County (Texas) chapter recently in- 
stalled Dr. Homer A. Taylor, Jr., as its president. Dr. 
William M. Sherrill is new president-elect and Dr. 
Lawrence E. Carlton is vice president. Dr. J. Winston 
Morrison and Dr. Vincent C. Bash, Jr., are secretary 
and treasurer, respectively. All officers are from Hous- 
ton. 
p> Academy Board Chairman Fount Richardson, Fay- 
etteville, Ark., was key speaker at a luncheon held 
January 22 during the Mississippi chapter’s post- 
graduate seminar in Jackson. He was presented by 
Chapter President-Elect A. T. Tatum. 

The day-long symposium included three round table 
discussions and three individual presentations on geri- 
atrics and EKG. 

The morning moderator, Dr. Louis F. Rittelmeyer, 
Jr., is vice president of the Mississippi chapter and 
chairman of the postgraduate education committee at 
the University of Mississippi School of Medicine. 

The three morning presentations were given by: 
Dr. E.“Grey Dimond, director of the cardiovascular 


241 


Grateful little patients 
(and mothers, too!)™ 
love you for the quick, 


safe relief you give with 


TOPICAL ANESTHETIC OINTMEN® 
(Ethyl-p-aminobenzoate, 


ARNAR-STONE LABORATORIES, INC., ot. Prospect, ittinal 


GP Volume XVII, Number 3 


me 
‘ 
ia 
th 
e 
re 
ct 
U 
| 
242 
thes 


laboratory and professor and chairman of the depart- 
ment of medicine at the University of Kansas Medical 
Center, who spoke on “EKG Interpretation”; Dr. 
Samuel F. Ravenel, clinical professor of pediatrics at 
the University of North Carolina, whose topic was 
“Immunization Against Infectious Diseases from Pedi- 
atrics to Geriatrics”; and Dr. Edward H. Hashinger, 
retired professor of medicine and gerontology and 
chairman of the department of gerontology at the 
University of Kansas, who spoke on “What Medical 
Science is Doing About Aging and the Aged.” 

Following the luncheon the round table discussions 
were held. Dr. Thomas M. Blake, assistant professor 
of medicine at the University of Mississippi, was mod- 
erator at the discussion on “EKG Interpretation,” at 
which Dr. Dimond spoke. 

Dr. Ravenel appeared at a discussion of his previous 
topic. This session was moderated by Dr. Blair E. 
Batson, professor and chairman of the Department of 
Pediatrics at the University of Mississippi. 

The discussion on ‘What Medical Science is Doing 
About Aging and the Aged” was led by Dr. William 
E. Lotterhos, clinical instructor in preventive medicine 
at the University of Mississippi and chairman of the 
Academy’s Publication Committee. Dr. Hashinger also 
contributed to this discussion. 

Wives had a special luncheon in Hotel Heidelberg 
where the symposium was held. 
> The first credited course in psychiatry to be given 
in Connecticut for general practitioners was recently 
completed by the Bridgeport (Connecticut) chapter. 

The ten-week postgraduate course was entitled 
“Psychiatry for the Family Physician.” 
> New Jersey chapter will be one of the hosts in a 
series of six lectures on treatment in chronic diseases, 
to be held March 18—April 22 at Newton Hospital, 
Newton, N. J. 

Some of the topics include treatment of chronic 
thyroid, obesity and diabetes, arthritides, steroid ther- 
apy, chronic pulmonary diseases and chronic skin dis- 
eases. There will be six guest lecturers. 
> Members and wives of the Dade County (Florida) 
chapter attended a holiday season scientific and social 
meeting at the Saxony Hotel in Miami. 

The meeting included a panel discussion of tetanus 
epidemiology and its medical and surgical aspects. The 
moderator was Dr. M. J. Flipse and the panel consisted 
of Drs. M. J. Takos, J. Ehrenkranz and T. S. Gowin. 
Dr. F. J. Evans commented on the legal implications 
of the disease. 

New officers were also presented at the meeting. Dr. 
L. Eliseman is president, Dr. J. Keefe III holds the 
position of vice president and Dr. B. Yesner is secre- 
tary-treasurer. 
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DEXAMYL* will help in two ways. 


‘Dexamyl’ (1) curbs appetite, and (2) provides both mood improvement 
and relief from tension and anxiety. A combination of 
Dexedrine* (dextro-amphetamine sulfate, S.K.F.) and amobarbital, 
‘Dexamyl' is available as tablets, elixir and Spansule* 

sustained release capsules. 


Smith Kline & French Laboratories, Philadelphia *T.M, Reg. U.S. Pat. Off, 
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Wuen the House Ways and Means Committee sched- 
uled its hearings on taxation its purpose was to close 
loopholes which had become obvious and to eliminate 
some of the more glaring inequities. As the hearings 
progressed, it became obvious that small business all 
over the country was encountering increasingly more 
difficult times and that some sort of tax relief was called 
for. It is probable this relief will be in the form of a re- 
duction in taxes to be paid by small business organiza- 
tions and liberalization of payment of certain types of 
taxes. 

Early in the hearings Vernon Herndon, representing 
the American Hotel Association, urged the committee 
to give serious consideration to providing a Jenkins- 
Keogh type retirement plan for the self-employed. 
When questioned on this subject, Secretary of Treas- 
ury Anderson, while expressing sympathy for the self- 
employed and acknowledging that discrimination 
against them existed in our tax laws, stated that the 
Treasury Department opposed this type of relief at 
this time because it would result in a revenue loss he 
estimated at $430 million annually. Many members of 
Congress expressed concern about the size of the loss 
of revenue. 

On a day set aside by the committee for discussion 
of Jenkins-Keogh type legislation, the American Thrift 
Assembly, co-sponsored by the American Medical As- 
sociation and 40 other national associations, presented 
the self-employed’s case. Dr. Roger F. Murray of the 
Graduate School of Business at Columbia University 
disputed the Treasury Department’s estimates. He 
pointed out that experience in the saving habits of 
Americans did not support the Treasury’s conclusion. 
He estimated that the “revenue loss” (actually a defer- 
ral) in the first year would be somewhat less than $100 
million. He also pointed out that in the beginning it 
would be the over-age group that would take advantage 
of the program. This would result in a shortened defer- 
tal period. 


The AMA Washington Report highlights 
legislative activity of interest to physicians. 

Prepared exclusively for GP by the AMA’s Washington Office, 
this monthly feature presents a running box score 

of important legislative action. 


AMA Washington Report 


At the committee’s request and to save time, the 
American Medical Association did not testify, but Dr. 
F. J. L. Blasingame, new general manager of the AMA, 
submitted a letter which was made part of the commit- 
tee’s record. Copies were supplied to each member of 
the committee. 

After outlining the Association’s position in the past 
and its reasons for supporting this legislation, Dr. 
Blasingame went on to say: “Unless something is done 
to make self-employment as financially attractive as the 
employee relationship, we believe there is a grave dan- 
ger that many professional men will bypass the private 
practice of their profession. The trend today is defi- 
nitely toward becoming an employed person. This situ- 
ation also contributed to a maldistribution of physi- 
cians since it makes the large city more attractive to the 
young professional man by providing more opportun- 
ities for him to become employed. 

**On the basis of our observations over many years 
we are convinced that this is one of the factors con- 
tributing to the pronounced migration of professional 
people into urban areas. So, quite apart from the ob- 
jective of obtaining tax equality with our employed 
counterparts, we urge you to provide legislation of this 
type because it is in the public interest. 

**This legislation will be of particular benefit to phy- 
sicians and other professional men who go through a 
long and costly period of training, and whose earnings 
are bunched into a comparatively few years when they 
are subject to high income tax rates.” 

The American Bar Association, the American Dental 
Association and the National Society of Professional 
Engineers were among other organizations urging 
favorable consideration of Jenkins-Keogh. 

At the same time on the other side of the Hill, the 
Senate Small Business Committee submitted its find- 
ings from hearings conducted last summer and fall. 
The committee’s report urged that the Congress give 
tax relief to small business, including a Jenkins-Keogh 
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type plan for retirement. On the day the committee 
submitted its report, its chairman and other members 
in Congress co-sponsored a bill containing the follow- 
ing provisions: 


Tax Relief for Small Business 
S. 3194 by Sen. John Sparkman (D.-Ala.) and others 

This bill would, among other things, permit any in- 
dividual not covered by or receiving payments from an 
employer’s pension or annuity plan to defer income 
tax payments on money placed in a retirement fund. 
Annual payments would be limited to 10 per cent of in- 
come or $1,000, whichever is the smaller. Individuals 
between the ages of 50 and 70 would be allowed an ad- 
ditional deduction equal to one-tenth of the formula for 
each year they are over fifty. “Unused deductions” 
could be carried over for five years. The retirement 
deposits would be placed in a restricted retirement 
fund operated by a bank or paid as premiums under a 
restricted retirement policy issued by a life insurance 
company. 

The retirement plans would have to be based on 
written agreements and could not be reassigned ex- 
cept that the individual would be allowed to name his 
beneficiaries. 

Retirement programs operated by banks would have 
to be in the form of trusts or custodian accounts, while 
a retirement policy would be an annuity, an endow- 
ment 6r a life insurance contract other than a term in- 
surance. 

Any portion of premium allocable to the cost of life 
insurance could not be deducted. The banks and in- 
surance companies would be required to advise the 
Secretary of the Treasury of persons taking advantage 
of the bill. If the taxpayer wished to obtain the cash 
value of his policy prior to age 65 or lump sum pay- 
ment after that age, a tax penalty would be imposed. 
However, if the taxpayer after age 65 received the 
money as retirement pay, the income tax on it would 
be at the ordinary rate. 

When Senator Sparkman introduced his bill, Sen- 
ator Thye of Minnesota had this to say: 

“Section 3 of the bill would remove the worst kind 
of discrimination from the present Internal Revenue 
Code. Under this section, all taxpayers would be given 
the same opportunity to provide for their retirement. 
Under the present law, only a limited group gets special 
tax treatment for retirement programs. Thrift and in- 
dividual provision for retirement are worthy of govern- 
ment support, but certainly favors should be extended 
to all taxpayers.” 

In the House, bills identical to S. 3194 were intro- 
duced by Rep. Albert Rains (D.-Ala.), H.R. 10499 
and Rep. Walter Judd (R.-Minn.), H.R. 10617. 


Free Hospitalization Under Social Security 
S. 3086 by Sen. William Proxmire (D.-Wis.) 
H.R. 10532 by Rep. Vincent Dellay (D.-N.J.) 


This bill would provide up to 60 days of hospitaliza. 
tion in a 12-month period (except for tuberculosis and 
mental conditions) for any individual eligible for social 
security retirement benefits (whether he is receiving 
them or not), his dependents and the dependents of 
those receiving social security disability benefits. Indi- 
viduals receiving social security disability benefits would 
not be entitled to hospitalization under this bill. The 
hospital services to be provided are defined as “drugs 
and appliances furnished by a hospital to any indi- 
vidual as a bed-patient; bed and board and such nurs- 
ing services, laboratory services, ambulance services, 
use of operating room, staff services and other services, 
drugs and appliances as are customarily furnished by 
such hospitals to its bed-patients.” The Secretary of 
HEW would contract with the individual hospitals for 
these services in semi-private accommodations. 

In addition to these benefits, the bill provides: 

1. Payments from the OASDI funds would be 
increased. 

2. Women would be able to receive their benefits at 
age 62 without the reduction provided in existing law. 

3. Repeal of the provision in the present law which 
provides that a person entitled to disability benefits 
would have his money payments reduced by the amount 
received from other government pension plans or 
workmen’s compensation laws. 

4. Provide cash benefits for the wife and children of 
an individual who is receiving disability benefits. 

5. Eliminate the requirement that an individual be 
at least 50 years of age in order to qualify for disability 
benefits. However, the individual would still have to 
meet the coverage requirements of the present law. 

6. Provide for an increase in benefits of 4 per cent a 
year for individuals who delay their retirement beyond 
age 65. 

7. To cover the cost of providing the hospital care 
and increased benefits, the wage base upon which social 
security taxes are paid would be increased from $4,200 
a year to $7,500. In addition, the tax rate would be 
increased so that beginning in 1959 the employee and 
employer would each be paying 3 per cent and the self- 
employed would be paying 4% per cent. 

The bill provides for periodic increases so that by 
1975, the employee and employer each would be pay- 
ing 5 per cent and the self-employed 7% per cent of 
the $7,500 base. Thus, if this bill is enacted, beginning 
in 1975, the self-employed with an income of $7,500 or 
more will be paying $534.38 for social security cover 
age; the employed individual and his employer would 
each pay $375 per year. 
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